SEPTEMBER 
1958 


von ux “STORMONT MEDICAL LIBRARY 
NO IX TOPEKA, KANSAS 


| 
ate 
/ 
° 
{998 


POSITIVE 
RESULTS AGAINST MANY 
GRAM-NEGATIVE INVADERS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Gram-negative organisms, involved in many stubborn infections, dem- 
onstrate high in vitro sensitivity to CHLOROMYCETIN.!% 


The efficacy of CHLOROMYCETIN against these troublesome invad- 
ers is borne out in vivo in such infections as infantile gastroenteritis,® 
urinary tract infections,!° the septicemic and focal forms of salmonel- 
losis," and Friedlander’s pneumonia. 


CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of 
250 mg., bottles of 16 and 100. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the. 
patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52, 1958. (2) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (S) Ritts, R. E., Jr.; Mao, FE H., & Favour, C. B.,in Welch, H., 
& Marti-Ibanez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 774. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844, 1957. (6) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. (9) Derham, 
R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.: 
J.A.M.A. 166:616, 1958. (11) Rabe, E. FE: Pennsylvania M. J. 61:209, 1958. (12) Rosen- 
thal, I. M.: GP 17:77 (March) 1958. 
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IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC* 


ESCHERICHIA COLI 


AEROBACTER AEROGENES 


2 
148 STRAINS ANTIBIOTIC A 32.4% 


BACILLUS PROTEUS 
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B. PYOCYANEUS 


269 STRAINS CHLOROMYCETIN 16.0% 
103 STRAINS — ANTIBIOTIC A 24.3% 
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B. ALKALIGENES FECALIS 
7 STRAINS CHLOROMYCETIN 57.1% 
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ADVERTISEMENTS 


any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 ce, of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3. per cent on the seventh day, and. a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of welli- 
being coincident with the alleviation, “of her anemia.”? 

(1) Hagedorn, A.'B.: Proc. Staff Meet, Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.; Louis, J., and Ru M, Clin. North America 
iJan.} 1968, p. 3. 

Supplied: 2-cc, and 5-ce. ampuls, boxes of 4, Physician’s directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, lmferon. 


IMFERON® js. distributed by Lakeside — ific., under license 
from Benger Laboratories, Limited, 


5 
TYPICAL IMFERON RESPONSES | 
INTRAMUSCULAR IRON-DEXTRAN COMPLEX 
CHRONIC BLOOD LOSS: 
“this patient did not receive any transfusion of blood or 
| INTOLERANCE TO ORAL IRON: 
had an excellent response with a reticulocyte peak 
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ADVERTISEMENTS 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 
As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


Ke KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. ¥. Sold in Canada. 
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ADVERTISEMENTS 


Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. .. . Excellent progress and weight gain for a 
very immature infant.” 


IN DEBILITATING DISEASE 


i Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —‘“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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TAKE NEW LOOK FOOD 
LOOK 


*Sea food—source of highly potent allergens bat rigs ar 
\ { | I N | | lobster; tuna; sturgeon roe; fish oil used to prepare leather, 
A DI A chamois, soaps; cuttlefish bone for polishin 
| \ and tooth powder; glues made from fish ts. 
In a recent 140-patient study’ DIMETANE gave “more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 


good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5 of these could not tolerate any antihistamines. 


4. Thomas, J. W.: Ann. Allergy 16:128, 1958 
(PARABROMDYLAMINE 


EXTENTABS® e TABLETS e ELIXIR 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) 
may be prescribed t.i.d. or q.id., or as supple- W/ggiaiiiai//, 
mentary dosage to Extentabs in acute allergic , 
situations. A. H. ROBINS CO., INC., Richmond 77. 
20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. 
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ADVERTISEMENTS 9 


CAPS SULES conta mye. totrac; 
equivalent (phosphalebutferec) and 250,000 units 
Nystatin, ORAL SUSPENSION  (cherry-mint 
vored) Bach 5 ce. contal 


tetracycting, HC! equivalent (phosphe fered 


Nystatin. 
_pgainst more than different infections... and 


Nystatin .. the antifungal” $pécific: 
Y provides particularly effective therapy fer ttiarse 


of ACHROSTATIN per day, to: 
of ACHROMYCIN ¥ patients who prone. to maniliat 
: 


a protected course of antibiotic treatment. 


* Trademark Pat, OF. 


Bas ai dosage {6-7 rt 
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Investigator 
after investigator reports | ; 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 

a decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 

Jan. 11, 1958. 
Ue “Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 

regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4 effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


@n “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 2, September, 1952, 
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INITIATE THERAPY WITH 'DIURIL*. ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


pe ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 

(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequent!y observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


| Smooth, more trouble-free management of hypertension with 'DIURIL' 
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For every topical indication, — 
a Burroughs Wellcome ‘SPORIN’... 


tect 


inflammatory effect 
of hydrocortisone with 
the comprehensive 


| brand OINTMENT bactericidal action 
of the antibiotics. 


(with applicator tip) for ophthalmic or 


QinTMENT: Tubes of % oz. and ¥% oz. 
dermatologic application. 
Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive 5 ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of 4 oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 
NEW Lotion: Plastic squeeze bottles of 20 cc. 

PowpeR: Shaker-top bottles of 10 Gm. 


5 Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


Ourmensrrs Tebes of 46 1 ox, and (ophthalmic tip). 


b ral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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the cnill 
the cough 
the aching muscles 


the fever 


Viral upper respiratory infection....For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN- VEE+Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 


kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


Pen 


® 
Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa, 
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This advertisement con- 
forms to the Code for 
cians’ Council for Infor- | 
mation on Child Health. 


Now-from Abbott Laboratories— 


Good-tasting, cherry-flavored... 


Compocillin-VK Oral Solution 
200,000 units 


we Penicillin V acid 200,00C units. 


Potassium penicillin G 200,000 
units 


Median blocd levels following oral 
ingestion. 


Penicillin Units | Per Milliliter 


time—hours 


| 
| 
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an oral solution of potassium penicillin V 


plus the higher blood levels of potassium penicillin V 


/ 


Compocillin- 


Now, for oral administration, CompociLtin-VK 
Granules offer you a solution of potassium pen- 
icillin V. Developed by Abbott Laboratories, 
the granules are dry and easily reconstituted 
with water. 

The clear, red solution has a fresh, cherry 
flavor, is taste-tested and is well-accepted by 
patients. And they’ll get those high potassium 
penicillin V blood levels (note chart). 

CompociLuin-VK is indicated for all infec- 
tions susceptible to oral penicillin therapy. Also, 
in treating recurring rheumatic fever and in 
managing rheumatic carditis. CompociLtin-VK 
may be used in counteracting complications 
from severe viral attacks. 


POTASSIUM PENICILLIN V 


granules 
for oral 
solution 


The initial recommended dose: In acute infec- 
tions, the range is from 125 mg. (200,000 units) 
three times daily to 250 mg. (400,000 units) 
every four hours. For young children, the adult 
dose may be reduced in proportion to age and 
weight. For prophylactic use, 125 mg. (200,000 
units) may be administered once or twice daily. 

CompociLiin-VK Granules for Oral Solution 
come in 40-cc. and 80-cc. bottles. Each 5-cc. 
teaspoon of the reconstituted solution repre- 
sents 125 mg. (200,000 units) of potassium peni- 
cillin V. The dry granules stay stable under or- 
dinary room temperatures. When reconstituted, 


the solution will remain potent 
for two weeks under refrigeration. Ob Gott 


e- 
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16 ADVERTISEMENTS 


Standard one-formula mixture 


Normal infant nutrition requires approxi- 
mately 50 calories per pound of weight. Caloric 
distribution should be about 15% from pro- 
tein, 50% from carbohydrates and 35% from 
fat as formulated for the mixtures in the 
tables below. 


For young infants, a favorable hospital for- 
mula consists of a milk and Karo Syrup 
mixture, isocaloric with human milk, e.g. 20 
calories per ounce. 


WHOLE MILK FORMULA 


CARB. FAT PROT. 
CAL. 


FORMULA 0Z. CALORIES’ CAL, CAL. 
Whole milk 24 480 5% 36% 14% 
Karo Syrup 1% #180 45% 
EVAPORATED MILK FORMULA 

TOTAL CARB, FAT PROT. 
FORMULA 02. CALORIES CAL. CAL. CAL. 
Evaporated milk 11 484 5% 36% 14% 
Karo Syrup 1% #180 45% 


An infant will usually take 2 to 3 ounces more 
than his age in months at 3 to 4 hour intervals 
to satisfy his appetite and nutritional needs. 
It is psychologically unwise to force prescribed 
amounts. Normally, the gain in weight of 6 
to 8 ounces a week during the earlier months 
gradually diminishes to 3 to 4 ounces a week 8 
by the end of the first year. The standard 
one-formula mixture not only provides ade- 

quate nutrition when vitamin supplements 

are added; it also provides educational oppor- 

tunities to prevent feeding problems. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 
Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- ; 
idly transformed into dextrose which : 
requires no digestion. 

Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as f 
many calories as similar milk modi- 
fiers in powdered form. 

Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 
Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of 
Infant Feeding Formulas with con- 
venient schedule pads. Write: Karo 
Infant Feeding Guide, Box 280, New 
York 46, N.Y. 
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One or two 


.[Miltown] produces no behavioral toxicity tid. 
ppiied: 


in our subjects as measured by our 400 mg. 
tests of driving, steadiness, and vision.”* — 


sugar-coated 


Relieves anxiety, tension and muscle spasm _ tablets, 
bottles of 50. 


in everyday practice Mi lt © *Marquis, D. G., Kelly, E. L. 
a l Own Miller, J. G., Gerard, R. W. 
with unexcelled safety 
meprobamate (Wallace) Se. 67: 701, May 9, 1957. 
gw without impairing 
autonomic function WALLACE LABORATORIES, New Brunswick, N. J. ow. 


Usual Dosage: ; 
ee 
62 


the 


Menopause 


triple benefits 


fit St relieves apprehension, anxiety and irritability 


overcomes estrogen deficiency ; relieves vasomotor 


S e C O i cl and metabolic disturbances 


] a 1 relaxes skeletal muscle; 
t LIT ( relieves low back pain, tension headache 


MILTOWN® CONJUGATED ESTROGENS 
TRANQUILIZER WITH (EQUINE) 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN 


W3 WALLACE LABORATORIES, New Brunswick, N. J. 


Each tablet contains: 


Miltown (meprobamate, Wallace)... 400 mg. 


2-methyl-2-n-propyl-1,3-propanedio! dicarbamate 


Conjugated Estrogens (equine)...... 0.4 mg. 


Supplied: Bottles of 60 tablets. 

Dosage: 1 tablet t.i.d. in 21-day courses 
with one week rest periods; should be 
adjusted to individual requirements. 


Literature and samples on request MP-7347-78 
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CLINICAL all Staph 
RESULTS adults teen infections 
Cured 172 (80%) 148(89%) 71 (68%) 
improved 28 (13%) 8 (5%) 7 (9%) 
‘Failure 17 (7%) 11 (6%) 3 (3%) 
Types of infecting organisms: The majority of 
identified etiologic microorganisms were 
ureus and Staph. albus. Tao has its grea 
against organisms such as: staphy- 
fococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci Hemophilus influenzae. 


» Gonococci, 


Per cent of “antibiotic-resistant’’ epidemic 


staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and 


2 

a 

23 

a 

8 5 Tao 

chloramphenicol 

2 = erythromycin 

| 

REACTIONS: 

(a) adults (b) children 

Total—9.2% Total --0.6% 

(20 out of 217) (1 out of 167) 

Skin rash ~1.4% Skin rash—none 

(3 out of 217) Gastrointestinal ~ 

Gastrointestinal — 0.6% (1 out of 167) 

7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid « rapid, high and sus- 
tained blood levels « high urinary concentrations 
¢ outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibictics & Chemother. 


+ (Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 


1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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TABLETS 


Controls Inflammation and Swelling...Relieves Pain... 
| Promotes Healing Through Enchancement of 


' Fibrinolysis at the Site of Trauma or Infection. 


References: 1. Innerfield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258: 1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and 
: Papastrat, C. J.: J. A. M. A. 166:478 (Feb. 1) 1958. 3. Davidson, E; Prigot, A., and Maynard, A. de L.: Harlem Hosp. Bull. Il: 1 (June) 1958 *Reg. U. S. Pat. Off. 


‘Contusions, 
and abrasions... 
reduces discomfort 
and improves 
sosmetic result..-* 


Helps promote drainage... 
hastens patient's relief... 
reduces mucesal swelling.’ 


Helps reduce swelling 
and pain...speeds 
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TO ACCELERATE THE 


Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness... Simple Buccal 
Route: New VARIDASE Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections. 
Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


*Reg. U. S. Pat. Off. 


Loosens cough ... resolves 
inflammation... 
antibiotic 


RECOVERY PROCESS 


Inflammation and edema associated with: trauma 
and infection cellulitis abscess - hematoma 
« thrombophlebitis - sinusitis uveitis chronic 
bronchitis - leg ulcer - chronic bronchiectasis. 
Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase. 
Administration: VaRiDASE Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 
maximum absorption patient should delay swallow- 
ing saliva. 
Dosage: One tablet four times daily for a minimum 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN* V Tetracycline 
and Citric Acid. 


Available in bottles of 24. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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UPJOHN 


BRAND OF CRYSTALLINE NOVOSIOCIN SODIUM 


neo, 8. PAT. OFF. 


UPJONW 


PAT. OFF. 


v. 8. 


Company, Kalamazoo, Michigan | Upjohn 


The Upjoha 


BRAND OF TETRACYCLINE 
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Make new 


severity of the 


(PANmycint Phosphate ‘plus ALBAmycin**) 


your 
broad-spectrum 
antibiotic 

of first resort 


1. Panalba Capsuies, bottles of 16 and 100 
capsules. Each capsule contains: 

Panmycin phosphate (tetracycline phosphate 
— equivaient to tetracycline hydro- 
{as novobiocin sodium). ..125 mg. 


2. Panaiba KM,ft Flavored Granules, 60 cc. 
size bottie. When sufficient water is added to 
fill the bottie, each teaspoonful (5 cc.) con- 
tains: 

Panmycin (tetracycline) equivaient to tetra- 
cycline hydrochloride .............125 mg. 
Albamycin (as novobiocin caicium). .62.5 mg. 
Potassium metaphosphate .........100 mg. 


Dosage: 
Panaiba Capsules 
Usual adult dosage is 2 capsules q.i.d. 


Panaiba KM Granules 

For the treatment of moderately acute infec- 
tions in infants and children, the recom- 
mended dosage is 1 teaspoonful per 15 to 
20 ths. of body weight per day, administered 
in 2 to 4 equal doses. Severe or prolonged 
infections require higher doses. Dosage for 
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LEAVES 


HYCOMINE 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate ......... 5mg. 
(Warning: May be habit-forming) 6.5 mg. 
Homatropine Methylbromide ........ 1.5 mg.. 
Pyrilamine Maleate ....... 12.5 mg. 
Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 
: Literature on request 
Indo 


ENDO LABORATORIES 
Richmond Hill 18, New York 
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They all went to the doctor... 


AMPLUS*’ 


\ for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


I was too much 


STIMAVITE’ 


stimulates appetite and growth 
vitamins B,, By, By, C and L-lysine 


I was too little 


a nutritional buildup for the OB patient 
OBRON* 
HEMATINIC 


when anemia complicates pregnancy 


I was simply two 


NEOBON’ 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


And I was getting brittle 


ROETINIC* 


one capsule a day, for all treatable anemias 


HEPTUNA’ PLUS 


when more than a hematinic is indicated 


at up that high 74 
SDL 
(Prescription information on request) 
... and he solved their problems with a nutrition product from @ 


With my anemia, 
I could never make 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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X-RAYS 

SHOW 

HOW ONE 
PYRIBENZAMINE’ 


LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 
Pyribenzamine Lontab not only re- 
lieves allergy symptoms promptly, 
but sustains relief as long as 12 hours. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 


Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tripe! hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 


@ I B A SUMMIT, N. J. 


2 hours Lontabs are in the 
stomach and small] bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


8 hours Lentabs are still visible as 
substance of core continues to be released. 
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Low 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with .. . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 Gaseble, 5g. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
*Reg. U.S. Pat, Off. 
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ARTHRITIS... 
GOUT? 


BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 
to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Zophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 

‘Benemid’ is firmly established 
as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant—even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 


RECOMMENDED DOSAGE: 0.25 Gm. 

(44 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses. 


(> MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INnc., PHILADELPHIA 1, PA. 


BENEMID is a trade-mark of Merck & Co., Inc. 
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you and your patient 


can see the improvement 


with 
® Ophthalmic Suspension 
prednisolone, 0.5%, 
plus sulfacetamide sodium, 10% 
Ointment with Neomycin, 0.25% 


in blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and other 
external eye 
conditions 


+ prednisolone effectively checks 
inflammation and allergy 

« sulfacetamide sodium, with its wide-spectrum 
antibacterial range, .controls infections 
caused by common eye pathogens 

¢ addition of neomycin sulfate to prednisolone 
and sulfacetamide sodium in METIMyD Ointment 
broadens the antibacterial spectrum; the ointment. 
also assures sustained therapeutic action during the night 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY i 


MM-J-178 
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ANEMIA 
THERAPY 


Provides therapeutic quantities of all known hematinic factors 


Potent ‘Trinsicon’ offers complete 
and convenient anemia therapy 
plus maximum absorption and tol- 
erance. Just two Pulvules “Trinsi- 
con’ daily produce a standard re- 
sponse in the average uncomplicated 
case of pernicious anemia (and re- 
lated megaloblastic anemias) and 
provide at least an average dose of 


EL! LILLY AND COMPANY 


iron for hypochromic anemias, in- 
cluding nutritional deficiency types. 
The intrinsic factor in the “Trinsi- 
con’ formula enhances (does not 
inhibit) vitamin B,, absorption. 
Available in bottles of 60 and 
500 at pharmacies everywhere. 


*'Trinsicon’ (Hematinic Concentrate with Intrinsic Factor, 
Lilly) 


INDIANAPOLIS 6, INDIANA, U.S.A. 
819058 
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The Cervical Syndrome 


An Irritative Process of Cervical Nerve Roots with 


HARRY G. KROLL, M.D., Topeka 


The cervical syndrome is an irritative process of 
the cervical nerve roots which has many and varied 
symptoms. The symptoms may be those of neck pain, 
pain radiating to the shoulder and chest, sometimes 
pain of the upper extremity, numbness or paresthesia 
and weakness in the hand, limited motion of the 
neck, and even occipital headache. 

The syndrome is represented by such frequently 
described entities as: protruded cervical discs, “‘cervi- 
cal disc, shoulder, arm, and hand syndrome,” cervical 
arthritis, degenerative changes of the spine, constric- 
tion of the intervertebral foramen, cervical spondy- 
lolisthesis, and, finally, uncovertebral osteophytes and 
osteochondrosis. 

Although the problem is one arising primarily in 
the neck, its many and varied clinical manifestations 
often make the diagnosis difficult. To understand 
some of the problems associated with the cervical 
syndrome, it might be well to review the anatomy 
peculiar to the cervical vertebrae. Of the seven cer- 
vical vertebrae, the first two, atlas and axis, differ from 
the remaining five. There is minimal motion between 
the atlas and skull; the principal motion between 
these two cervical vertebrae comprises a nodding and 
rotation of the head with lateral bending. Actually, 
the greatest motion seems to occur when the head is 
tilted slightly laterally and must forcibly be held in 
the forward position. 

Motion of the remaining cervical spine is essen- 
tially forward flexion and extension, with rotation 
primarily in the atlas-axis level, and to a lesser degree 
in the entire cervical spine. In a roentgenographic 
study of normal cervical spines, Jackson believed the 
apex of a curve in extension occurred at C-4 and C-5, 
while the flexion apex occurred at C-5 and C-6. 
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Many and Varied Symptoms 


Steindlet?? mentions that the spine shows a gradual 
curve in forward flexion and that there may be an 
“angular break” in the lower half of the cervical 
spine. With lateral bending there is greater motion, 
and he observes that one-half to three-fourths of the 
articular surfaces are in contact even with maximum 
side motion. Davis studied motion of normal cervical 
spines by roentgenograms and charted the levels of 
motion. He found that flexion is gradual, and exten- 
sion has an apex between C-3 and C-6. 

Overton!! and Jackson® agree that the principal 
motion between these first two cervical vertebrae is 
rotation. Overton feels that any anatomical variation 
of these articulations would contribute toward more 
difficult motion of the neck. In his 36 cadavers which 
were dissected, 18 specimens showed these variations 
in the axio-cervical plane of the apophyseal articuiar 
processes both in the angle of inclination and also in 
associated degenerative changes. Another anatomical 
peculiarity of these two vertebrae is the lack of an 
intervertebral foramen for passage of the nerve root 
at this level. The first cervical nerve emerges be- 
neath the occiput through a small groove in the pos- 
terior arch of the atlas, immediately behind the 
vertebral artery. The second cervical nerve emerges 
between the posterior arch of the atlas and the trans- 


The etiology of the cervical syndrome, 
the mechanics of production of symp- 
toms, and a brief résumé of conservative 
and surgical methods of treatment are 
presented. 
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verse process of the axis. Therefore, the first and sec- 
ond cervical nerves lie posterior to the vertebrae. 

The remaining six cervical nerves emerge through 
an intervertebral foramina or canals which are usual- 
ly ovoid shaped; the medial walls of these canals 
are formed by the lateral portion of the bodies includ- 
ing the unmcinate processes and the intervertebral 
joints ; superiorly by the pedicles and inferior articular 
processes; posteriorly by posterior and superior artic- 
ular processes; and the floor of the foramina by the 
pedicles and 34 of the superior articular surfaces of 
the succeeding vertebrae. As the nerve roots emerge 
from these foramina, they occupy the interval almost 
completely in the antero-posterior diameter, but they 
do not occupy the foramina so completely in the 
superior-inferior direction. The vertebral artery pur- 
sues a course anterior to the cervical nerve roots 
through the transverse foramen of the six cervical 
vertebrae, except for variation in the seventh cervical 
vertebra. It is because of this relationship in the su- 
perior-inferior diameter of the foramen, with the 
nerve root, that loss of an intervertebral space does 
not necessarily produce impingement on the nerve 
root due to adequacy of the foramen in a superior- 
inferior direction. It is this relationship of cord and 
nerve root at the cervical level that is credited with 
symptomatology after minor trauma or irritation. In 
Overton's dissection he observed that the spinal cord 
and nerve roots more nearly fill the canal and fora- 
mina in the cervical than in either the thoracic or 
lumbar vertebrae. 

Of the articular surfaces, Jackson’s interesting 
study accounts for five joints between each pair of 
cervical vertebrae. There are two apophyseal joints 
representing the superior and inferior articular sur- 
faces in the horizontal plane at approximately 45 de- 
grees; secondly there are two synovial joints between 
the lateral surfaces of the bodies of each vertebra; 
and finally there is a single solitary cartilaginous sur- 
face between the bodies of the vertebra in the central 
portion which actually involves the intervertebral 
cartilaginous disc. 

The cervical syndrome can be produced in many 
ways. Percentage wise, authors disagree as to the 
most common underlying process producing this syn- 
drome. Overton!® reported, in 123 consecutive cases 
of cervical lesions, that 75 patients showed degenera- 
tive arthritis causing nerve root pain. Sixty-six of this 
group showed involvement below the fourth cervical 
interspace. From his review of the literature, he con- 
cluded that 61.8 per cent of reported cases had a de- 
generative arthritis of the cervical spine. Symptoms 
associated with such a process are pain in the upper 
extremities, pain in the shoulder and shoulder girdle, 
the interscapular and precordial area, and occipital 
pain, or headache. 

Although many authors note that patients may re- 
call earlier trauma, often of a minor degree, a history 


of previous trauma may be completely lacking. Oc- 
casionally there is a complaint of a bilateral segmental 
type of pain, and more frequently a night pain which 
disturbs sleep and is relieved by sitting or walking. 
On examination symptoms can often be reproduced 
with digital pressure over the transverse process of 
the affected cervical vertebra. There may be loss of 
cervical lordosis with limitation of motion to the neck 
and evidence of muscle spasm. Sudden movements of 
the head or jerking motion of the neck may initiate 
acute symptoms. Love? finds that cervical arthritis 
“is a rare cause of pain referred downward into either 
upper extremity.” Likewise there is rarely any evi- 
dence of muscle weakness peripherally from arthritic 
changes. 

Roentgenograms of an arthritic cervical spine may 
show marginal lipping, narrowing of the interverte- 
bral space, osteophyte formation, and partial obliter- 
ation of the intervertebral foramina and, finally, a loss 
of normal cervical lordosis. However, x-rays of the 
cervical spine may show maximal changes with min- 
imal or no symptoms. In contrast, nevertheless, min- 
imal changes may be demonstrable by x-ray in a pa- 
tient with severe symptoms of a cervical syndrome. 

The mechanism of production of symptoms in these 
patients was attributed by Overton to be osteophytes 
or “posterior spurs’ projecting into the foramina 
which narrowed their horizontal or antero-posterior 
diameter just anterior to the nerve root and led to 
root irritation. In his study of 36 cadavers, he found 
28 specimens with arthritic changes, but he had no 
method of correlating symptoms. Because of anatom- 
ical peculiarities, Morton!® stresses the greater inci- 
dence of hypertrophic changes and subsequent en- 
croachment on nerve roots of the cervical level in dis- 
tinction to the thoracic or lumbar level. Finally, as a 
differential point in proof of the underlying mecha- 
nism in cervical arthritis, Steindler emphasizes that 
cervical traction produces relief in distinction to other 
nonresponsive forms of the cervical syndrome. 

Another lesion with manifestations of the cervical 
syndrome is the “cervical disc.” Both Love and 
Craig? have estimated that protrusion of a cervical 
disc accounts for 10 per cent of all herniated discs. 
The patient with this lesion may have unilateral 
radiation of pain into the shoulder, arm, forearm, 
and hand, which is often associated with numbness 
or paresthesia. Similarly there is loss of the normal 
cervical lordosis with associated muscle spasm; symp- 
toms may be initiated or reproduced by coughing and 
sneezing. Patients may also be awakened at night by 
pain which is relieved by sitting or walking. This 
numbness or paresthesia is more commonly expressed 
in the thumb or index finger and reflects a probable 
lateral herniation of a disc at C-6; similar symptoms 
of the middle finger are from a C-7 disc, and of the 
fourth and fifth digits from a C-8 disc herniation. 
Central herniation of a cervical disc more common- 
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ly produces a lesion resembling a cord tumor. 

Eaton,* in his discussion of the protruded disc, 
believed it to be one of the most common cervical 
lesions. His clinical findings by anatomical distribu- 
tion were in agreement with those of Love. Physical 
examination in patients with a protruded disc may 
demonstrate no positive findings early in the process. 
The most frequent objective findings, though, are 
some degree of loss of pain and temperature sense 
and tacile perception of the fingers. There may be 
some atrophy of the triceps muscle and a decreased 
triceps reflex. Irritation of the sixth root may lead to 
deltoid atrophy, and irritation of the eighth root to 
atrophy of the small muscles in the hand. 

Roentgenographically, the most significant finding 
is a loss of the normal lordotic curve, and occasionally 
slight narrowing of the intervertebral space with 
hypertrophic changes at the level of the disc. This 
latter finding is by no means constant, and it should 
not be relied upon for a diagnosis. Ehni!* found, in 
18 cases of cervical disc which were explored, four 
had normal spines by roentgenogram, and 14 showed 
minimal changes. 

To arrive at a diagnosis, symptoms, physical find- 
ings, and roentgenograms, when positive, are all 
beneficial. On occasion a protein determination of 
spinal fluid may be helpful. If it is elevated beyond 
40 mg. per cent, it may suggest a space-consuming 
lesion. In 1951 Love felt that myelography was rarely 
indicated. At present myelographic studies are utilized 
in most cases. 

The mechanism of nerve root irritation arises from 
lateral protrusion of a disc at the point where the 
nerve root enters the intervertebral canal. Eaton at- 
tributes the underlying mechanism of pain which is 
produced by coughing or sneezing, not to increased 
intraspinal pressure, but rather to an increase of in- 
trathoracic and intra-abdominal pressure with block- 
age of flow from intervertebral veins. Engorgement 
of epidural spaces produces direct pressure on nerve 
roots, or stretches the root by displacing the dura 
toward the cord. 

Similarly, root pain may be intensified by stretch- 
ing, i.e., movements of the cervical spine and down- 
ward traction of arms. The intensification of pain at 
night may be due to sustained single position—as in 
sleeping supine. The spinal column elongates while 
horizontal, causing change in aperture of the fora- 
mina in the antero-posterior position with hyper- 
flexion. Anterior subluxation is produced by flexion 
and creates narrowing of the foramina with secondary 
compression of the nerve root. It must be remembered 
that in the norma! cervical vertebrae, flexion with 
forward slipping of the inferior facet may narrow 
the intervertebral foramen in both the transverse 
and vertical diameter. If it is extreme, it produces 
symptoms of root irritation. 

Several authors have described an entity which is 
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primarily manifested by headaches radiating to the 
occiput or frontal area, and associated with soreness 
and stiffness in the upper portions of the neck. The 
tenderness was noted to be over the third cervical 
nerve in all cases as it emerged from the foramen, 
and pressure on this nerve produced the occipital 
headaches. As with other cervical lesions, there ' was 
a loss of normal cervical lordosis with associated 
muscle spasm. One study showed that in 11.3 per 
cent of 186 cases of cervical radicular pain, it was 
localized in the third cervical nerve segment with 
sensory distribution to the scalp, posterior auricular, 
occipital, and posterior parietal zones. Roentgeno- 
grams in these patients showed variations of apophys- 
eal articulations in the second and third cervical 
vertebrae. 

We should mention other entities which may con- 
tribute to the cervical syndrome, or should be dif- 
ferentiated: spondylolisthesis with localized neck 
pain, increase of cervical lordosis but no radicular 
radiation into extremities; rheumatoid spondylitis 
with loss of neck motion and normal curve, muscle 
spasm, but rarely any cervical radicular pain—the 
underlying process involving apophyseal joints with 
synovial changes, and eventual calcification of para- 
spinal ligaments; also congenital anomalies includ- 
ing unco-vertebral osteophytes and osteochondroma- 
toses. 


Treatment 


Treatment of the cervical syndrome is aimed at 
relieving the compelling symptoms of pain and dis- 
ability associated with limited motion. The attrition 
of the articular surfaces, the degenerative changes, 
and the secondary osteophyte formation are often 
relieved with salicylates and antirheumatics. Addi- 
tional measures include application of heat—dia- 
thermy, moist heat, or infra-red lamp—and mild 
massage. Newer medications for relief of symptoms 
include combination of prednisolone and meprobam- 
ate for inflammation and the various muscle re- 
laxants for muscle irritation and spasm. These prep- 
arations are all of benefit when used judiciously. 

If spondylitic changes are found in a patient of 
advanced age, treatment with cervical traction is not 
always rewarding and may occasionally aggravate pain 
and stiffness. Temporary immobilization of the neck 
with a Shanz or plastic collar may be of more benefit. 

Post-traumatic irritation producing the cervical 
syndrome is most frequently encountered days or 
even weeks following the traumatic incident, and is 
commonly described as the “whiplash” injury. The 
use of intermittent neck traction which is supple- 
mented by conservative measures as outlined, includ- 
ing heat and medication, will usually relieve the 
symptoms. When resting or sleeping, the patient is 
encouraged to arrange a head halter traction device 
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on his bed at home. Such a device can be obtained 
commercially and requires only three to four pounds 
of weight. One must be cautious about excessive 
weight as this may only aggravate pain and muscle 
spasm. Because fatigue and apprehension may also 
be contributing factors, the use of tranquilizers may 
in turn allay these symptoms. The cervical collar may 
also be of assistance when exquisite tenderness and 
considerable muscle spasm exist. However, care must 
be observed in prolonged use of the cervical collar 
as patients readily become dependent upon such con- 
trivances. 

An infrequent form of the cervical syndrome is 
seen in the cervical disc. This entity is not always 
amenable to the various conservative measures just 
described. If a thorough trial of medication, heat, 
and traction does not relieve the symptoms, and the 
clinical picture is conclusively one of a herniated 
disc, then surgical intervention is indicated in the 
form of a laminectomy and removal of the offending 
disc fragments. 


308 Medical Arts Building 
1001 Horne Street 
Topeka, Kansas 
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and unaided. 


The final test of science is not whether its accomplishments add to our 
comfort, knowledge and power, but whether it adds to our dignity as 
men, our sense of truth and beauty. It is a test science cannot pass alone 


—David Sarnoff 
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Lung Cancer 


Value of Cytological Studies of Bronchial Secretions 


C. A. HELLWIG, M.D., Halstead 


While Papanicolaou! recognized cancer cells in 
vaginal smears as early as 1928, his diagnostic meth- 
od did not become widely known until 15 years later, 
following publication of his and Traut’s? beautiful 
atlas, Diagnosis of Uterine Cancer by the Vaginal 
Smear. Gynecologists accepted this method enthusi- 
astically and recommended it as part of every routine 
physical examination in the office, outpatient depart- 
ment, and hospital (Meigs, Ayre*). 

Soon the race for discovering early cancer took 
on the aspects of a stampede (Dockerty®). Every 
conceivable body orifice was swabbed, scraped, as- 
pirated, and massaged, for cancer cells. The theo- 
retical relationship between cancer in situ and in- 
vasive cancer was widely discussed. Terms like “‘pre- 
cancer’ or “near cancer’’ were used to explain ‘‘sus- 
picious”’ cells, and Papanicolaou introduced five dif- 
ferent classes of abnormal cells. From a study of 
vaginal smears in 1948, Wiles and I® concluded that 
the cytologic method is of little use if a suspicious 
lesion is accessible to biopsy. 

The problem is different in lung cancers, particu- 
larly in lesions of the upper lobe and of the periphery, 
which are not accessible for biopsy. A method which 
could provide microscopic proof of the presence of 
carcinoma when biopsy cannot be performed would 
certainly be of immense importance in the diagnosis 
of pulmonary neoplasm. 

The technic which is used today by most labora- 
tories was introduced by Dudgeon and Wrigley,” 
London, in 1935. They fixed fresh sputum smears 
in Schaudinn’s solution and stained with hema- 
toxylin and eosin. In 68 per cent of their 58 cases 
of proved carcinoma of the lung or respiratory tract, 
malignant cells were demonstrated in the sputum. 
In the majority of cases these authors were able to 
predict the histologic type of growth by cell study. 
Only one false positive result occurred in this series, 
the atypical cells arising in an inflammatory lesion. 

In 1946 Herbut and Clerf* expressed the belief 
that bronchial secretions are superior to sputum for 
cytologic studies because localization of the source 
of the malignant cells can be accomplished. These 
authors obtained positive results in 82 per cent of 
57 proved cases of bronchogenic carcinoma, while 


bronchoscopic biopsy was successful in only about 
one-half of the cases. 


Analysis of Cases 


This paper is based on 201 cytologic examinations 
of sputum and bronchial secretions from 186 patients. 
We tried to evaluate the usefulness of the procedure 
in diagnosis of patients who were suspected on clin- 
ical grounds to have lung carcinoma. 

There is no agreement among cytologists whether 
sputum or bronchial secretions are preferable for 
cytologic examination. One disadvantage of sputum 
examination is failure to localize the lesion. Cancer 
cells may appear in the sputum from a malignant 
lesion anywhere in the respiratory tract, pharynx, or 
esophagus. In two of our cases the sputum contained 
malignant cells arising from an esophageal carcinoma. 
In one case the cardia was found to be the source 
of carcinoma cells, and in another the larynx was 
the source of carcinoma cells found in the sputum. 


Cytologic studies, in the author’s ex- 
perience, are useful to indicate the need 
for intensive study of the patient, not 
to give conclusive evidence of carci- 
noma. An analysis of the results of 201 
examinations is briefly presented. 


In contrast to examination of sputum, examination 
of bronchial secretions has the advantage that the 
source of the malignant cells, particularly the side 
involved, can be more accurately determined. Both 
methods of examination, study of sputum, and of 
bronchial secretions, should be utilized whenever 
possible. The advantage of sputum examination is 
the ease of obtaining repeated samples and therefore 
the possibility of avoiding false negative reports. 

If the results of sputum examination prove posi- 
tive, while the results of examination of bronchial 
secretions are negative, it is assumed that the secretions 
were not aspirated from the bronchus involved by 
the carcinoma. If, therefore, secretions submitted in 
a suspected case of bronchogenic carcinoma are nega- 
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TABLE I 
DIAGNOSTIC METHODS IN 45 CASES 
Total 
Micro. Findings Cases 
POS. NEG. 
Bronchoscopic biopsy 9 1 10 
Bronchial washings 20 4 24 
Sputum 6 8 14 
Cytology only 17 3 20 
X-ray & phys. exam. 15 


tive for carcinoma cells, subsequent examinations of 
the sputum should be carried out. 

In three of our cases, the specimen of sputum was 
negative for carcinoma cells while the bronchial 
secretions proved positive; the reverse, sputum posi- 
tive and bronchial secretions negative, was found to 
be true in two cases. 


Accuracy of Diagnosis 


In our series of 49 cases of pulmonary carcinoma, 
a tissue diagnosis of primary bronchogenic carcinoma 
was established in 38 and a diagnosis of metastatic 
carcinoma in four. Tissue diagnosis was made on 
specimens obtained by bronchoscopy, surgical ex- 
ploration, lobectomy, lymph node biopsy, and seven 
autopsy cases. In the remaining seven cases, tissue 
was not available for histological examination; how- 
ever, carcinoma cells were found in the sputum or in 
the bronchial secretions, and the patients presented 
clinical symptoms and roentgenological evidence of 
lung carcinoma. 


TABLE II 


METHODS OF PREOPERATIVE DIAGNOSIS 
IN 13 LOBECTOMIES (PNEUMONECTOMIES ) 


Bronchoscopic biopsy 
Cytology only 5 
Clinical only 5 


Of 27 patients with lung carcinoma who under- 
went bronchoscopy, tissue was obtained for his- 
tologic study in ten. The results of biopsy were posi- 
tive in nine cases (33 per cent). In 17 of the 27 
patients (63 per cent), the only microscopic evidence 
of carcinoma was the presence of malignant cells in 
bronchial secretions. 

Thoracotomy was carried out in 19 cases of our 
series. In nine, bronchoscopy established a positive 
tissue diagnosis. In seven patients atypical cells were 
present in bronchial washings, while the other three 
had only clinical and x-ray evidence of carcinoma. 


Cytological Diagnosis 


Papanicolaou recommends reporting cytological 
findings in five categories: group 1, negative; group 
2, probably benign; group 3, suspicious; group 4, 
probably malignant; group 5, malignant. 

Since all cytologists seem to agree that a positive 
smear alone does not justify a radical operation, and 
that even the most experienced cytologist may en- 
counter cells which have all the characteristics of 
“malignant” cells but arise from non-malignant 
lesions, we prefer to make a diagnosis of “positive” 
or “negative” for atypical cells, without subdivisions 
or subterfuge. We believe that D. E. Miller’s® ad- 
vice in 1949, based on a study made in our laboratory 
of bronchial secretions and sputum in lung cancer, 
still holds today: “The cytologic study of secretions 
should be added to our diagnostic armamentarium, 
but used as an adjunct to stimulate more intensive 
study of the patient rather than as conclusive evidence 
of carcinoma.” 


TABLE III 
CYTOLOGICAL FINDINGS IN 7 CASES 
WHICH HAD BOTH BRONCHIAL WASHINGS 
AND SPUTUM EXAMINATION 


Bronchial washings pos.; sputum neg. ........ 3 
Sputum pos.; bronchial washings neg. ........ 2 
Bronchial washings and sputum pos. ........ 2 
Bronchial washings and sputum neg. ........ 0 
Conclusions 


1. During the last three years, 201 bronchial 
secretions and sputa from 186 patients were examined 
at the Hertzler Clinic. Of the 201 smears, 61 were 
positive. Of the 61 positive smears, 56 were correct 
and 5 were false positive. Four of the 140 negative 
smears were false negative. 

2. There were 45 cases of bronchogenic carcinoma 
and four cases of metastatic carcinoma in our series. 
Bronchoscopic biopsy provided histologic evidence 
of carcinoma in nine, while cytological findings were 
positive in 25 of 33 cases. The other patients with 
bronchogenic carcinoma were operated upon without 
microscopic evidence of carcinoma. They were sur- 
gically explored because of clinical and x-ray find- 
ings. 

3. Of 19 cases in which thoracotomy was per- 
formed, cytologic findings in bronchial secretions and 
sputum provided the only microscopic suggestion of 
carcinoma before operation in seven cases (37 per 
cent). 

4. Because of the vital importance of earlier diag- 
nosis, it is felt that every patient with an undiagnosed 
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lesion of the chest should be given the benefit of 
cytologic examination of sputum or bronchial secre- 
tions. 

5. There should be uniformity in reporting cyto- 
logical findings. We recommend the use of only two 
categories: negative or positive for atypical cells. 


Hertzler Clinic and Research Foundation 
Halstead, Kansas 
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Temposil 


New Chemotherapy for Treatment of Alcoholism 


Z. MILES NASON, M.D., Kansas City 


Everyone familiar with the treatment of alcoholics 
knows that disulfiram (Antabuse) has been widely 
used as an adjunct in the treatment of alcoholism. 
That its use has been of great help to many sufferers 
of this malady is unquestioned. Its disadvantage, how- 
ever, in spite of the fact that it helps maintain longer 
periods of continued sobriety, lies in its unpleasant 
side effects which undoubtedly cause many patients 
to discontinue the drug and return to drinking. These 
side effects are drowsiness, nausea, impotency, un- 
pleasant taste, offensive body odor, and headache. 
All side effects are not present in all individuals tak- 
ing the drug, but several are usually present in differ- 
ent combinations. 

Four years ago research was begun at the University 
of Toronto to find a drug which would make drinking 
distinctly unpleasant to the alcoholic and at the same 
time have fewer unpleasant side effects. Citrated cal- 
cium carbimide, made into a delayed action tablet of 
50 mg. and marketed under the registered name of 
Temposil,* is the result of that study. 

When Temposil is given before ingestion of alco- 
hol, the blood acetaldehyde rises to high levels: 0.4 
to 0.8 mg. per 100 cc. or higher. If alcohol is taken 


* Temposil is marketed by Lederle Laboratories. 


by a person with such high acetaldehyde blood levels, 
vasodilatation, tachycardia, hyperpnea, and tremor re- 
sult. The rise of acetaldehyde blood level is rapid, oc- 
curring within hours after ingestion of citrated cal- 
cium carbimide. Disulfiram, in contrast, ofter requires 
several days of ingestion to produce the same effect. 

Smith, Wolford, Weber, and McLean‘ tested 73 
patients for reaction to Temposil after ingestion of 
alcohol and came to the following conclusions: 

1. There are no undesirable side effects such as im- 
potency, headache, lethargy, offensive body odor, or 
drowsiness. 

2. Temposil should be taken daily to be effective 
since it is more rapidly inactivated and excreted than 
disulfiram. 


Any drug which gives promise of 
helping alcoholics maintain sobriety is 
worthy of study. This brief report 
concerns Temposil, citrated calcium car- 
bimide, which appears from early in- 
vestigation to produce that effect without 
undesirable reactions. 
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3. Temposil-alcohol reactions are much milder 
than those of disulfiram-alcohol, creating a lesser 
hazard if the patient drinks when he is sensitized. 

My study was undertaken to determine the time 
interval between administration of 50 mg. of Tem- 
posil and a disagreeable reaction severe enough to dis- 
courage the alcoholic from further drinking. Forty 
alcoholics were tested. 

All patients were given 50 mg. of Temposil, fol- 
lowed at intervals of 3, 6, 9, 12, and 15 hours by ad- 
ministration of two ounces of whiskey. Eight inebri- 
ates were tested for each of the lapsed time intervals. 

Severity of Temposil-alcohol reactions was graded 
by the number of unpleasant symptoms present, the 
following being considered: conjunctival infection, 
flushing of face, headache, dyspnea, palpitation, trem- 
ors, vertigo, drowsiness, nausea, and vomiting. 

The eight persons tested showed unpleasant symp- 
toms as plotted on Figure 1. This indicates that the 
number of symptoms diminished in accordance with 
the lapse of time between administration of Temposil 
and ingestion of whiskey. It was also noted that the 
severity of symptoms diminished as the time lapse 
lengthened. At the 12-hour interval symptoms were 
mild and could be considered minimal, and at the 15- 
hour interval unpleasant symptoms were negligible. 


Conclusions 


1. Temposil is a safe chemotherapeutic agent for 
reinforcing sobriety in the alcoholic. 

2. Temposil has a rapid action in producing un- 
pleasant symptoms in the alcoholic if alcohol is con- 
sumed within 12 hours after taking the drug. 
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Figure 1 


3. Temposil produces a sufficiently severe reaction 
to be a definite deterrent against drinking for a 12- 
hour period. 

4. Temposil produces none of the unpleasant side 
effects common with the use of disulfiram. 

Temposil in 50 mg. dosage every 12 hours provides 
maximum protection for the alcoholic. 


771 New Brotherhood Building 
Kansas City, Kansas 
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Carcinoid Syndrome 


A Tumor Causing Bouts of Diarrhea, Cutaneous Flushes, 
Intermittent Abdominal Cramps, and Valvular Heart Disease 


LEO P. CAWLEY, M.D., Wichita 


Association of valvular disease of the right side of 
the heart with metastatic carcinoid tumors has been 
recognized since 195414 and is now referred to as the 
carcinoid syndrome. The syndrome has been found 
only in patients with extensive metastases to lymph 
nodes, liver, and other organs. Clinically patients with 
this condition have vasomotor disorders, hyperperi- 
stalsis, and bouts of dyspnea, and it was suggested 
by Thorson and associates! that some endogenous 
substance liberated from the tumor into the blood 
stream, probably 5-hydroxytryptamine (serotonin) 
was responsible for these symptoms and signs. The 


From the Department of Laboratories, Wesley Hospital, 
Wichita. 
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concept of functioning activity of these tumors became 
fully realized after Lembeck® isolated 5-hydroxytryp- 
tamine (5-HT), a pharmacodynamic compound, from 
metastatic carcinoid tumors. 

Serotonin is a derivative of tryptophan (Figure 1) 
and has been shown to be similar to, if not identical 
to, enteramine produced by argentaffin cells of the 
gastrointestinal tract. Normally it is present in the 
blood, platelets, central nervous system (hypothal- 
amus, thalamus and gray matter of spinal cord), 
tissue mast cells, spleen and urine.1° Normally the 
blood contains 0.1 to 0.3 micrograms per ml. of sero- 
tonin (mostly absorbed on platelets), but values 
range from 0.5 to 2.7 micrograms per ml. in patients 
with functioning carcinoid tumors.® 


Carcinoid syndrome is a relatively re- 
cent concept and represents one of the 
few neoplastic tumors capable of causing 
dramatic systemic reaction by release of 
a pharmacodynamic compound. The re- 


, lease of serotonin by these tumors en- 


ables their discovery by a chemical test 
which again is unique for neoplastic dis- 
ease. Antimetabolites of serotonin, par- 
ticularly chlorpromazine, are being ac- 
tively investigated for their ability to 
neutralize the effect of serotonin and 
thereby afford therapeutic benefit to per- 
sons with carcinoid tumors. 


Serotonin is converted to 5-hydroxyindoleacetic 
acid (5-HIAA) by enzymatic deamination and oxida- 
tion in the liver and lungs, and the metabolite, 
5-HIAA, is excreted in the urine. Normally 2 to 9 
mg. of 5-HIAA are excreted in the urine per day 
compared to 52 to 580 mg. per day in patients with 
functioning carcinoid tumors.§ 

Hyperserotonemia found in the carcinoid syndrome 
is responsible for exaggerated physiologic responses of 
skin capillaries, pulmonary arterioles, and smooth 
muscle of the gastrointestinal tract and bronchioles. 
Serotonin is believed to be directly or indirectly in- 
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volved in the pathogenesis of the valvular lesions of 
the heart in the carcinoid syndrome. 


Clinical Findings 

Clinically a patient with functioning carcinoid tu- 
mors has symptoms and findings related to gastro- 
intestinal system, skin, heart, and metabolic altera- 
tions.® 

The most striking disturbance of the gastrointestinal 
system is intermittent abdominal cramps associated 
with bouts of watery diarrhea. 

Skin changes are characteristic and are manifest by 
periodic flushing of the skin of the face and neck 
but may also involve other areas. In some patients 
telangiectasias are found on the face. The flush may 
last for days or may be fleeting, and it is often fol- 
lowed by cyanosis. 

According to Thorson,!* who studied flushing 
skin changes in four patients with carcinoid syndrome, 
there are three phases of the flush phenomena. During 
the first phase, he found cardiac sounds, murmurs, 
contractions, and ballistocardiographic waves dimin- 
ished. When vasodilatation was complete the above 
findings increased considerably and tachycardia was 
common, but slight bradycardia occasionally occurred. 
In this second phase the systolic blood pressure fre- 
quently rose, and hyperpnea developed. In the third 
(cyanotic) phase the cardiac sounds, murmurs, con- 
tractions, and ballistic amplitudes again decreased, the 
diastolic brachial pressure sometimes rose markedly, 
and the radial pulse became impalpable. Hypopnea 
and bradypnea were sometimes observed. After re- 
gression findings returned to the pre-flush state. Epi- 
sodes of flushing occur spontaneously but have been 
described after emotional stress, bowel movement, ab- 
dominal and pelvic examination,® and palpation of a 
metastatic carcinoid to the testes.® Liberation of hista- 
mine by serotonin may be part of the mechanism of 
the cutaneous flush.® 

Symptoms and findings referable to the heart are 
progressive dyspnea with later development of pedal 
edema, congestion of liver, pleural effusion, and 
ascites. The majority of patients have normal blood 
pressure. Signs of congestive failure are results of 
pulmonary stenosis and insufficiency of the tricuspid 
valve. Systolic and diastolic murmurs are present over 
the right side of the heart. Clinical asthma and frank 
psychotic episodes have been infrequently observed 
and possibly are related to effects of serotonin.’ 

Metabolic alterations are related to the precusor of 
serotonin, tryptophan, which is also the precursor of 
nicotinic acid (niacin) .1° In carcinoid patients ap- 
proximately 60 per cent of dietary tryptophan is 
converted to 5-HIAA; normally only 1 per cent of 


dietary tryptophan is converted to 5-HIAA. It then 
becomes apparent that less of the dietary tryptophan 
in patients with carcinoid syndrome is available for 
formation of niacin and protein, leading to deficiency 
states. Mild pellagra has been observed in carcinoid 
syndrome.® 


Pathologic Physiology 


The clinical features of the carcinoid syndrome, 
excepting cardiovascular symptoms and valvular le- 
sions, have been produced in man or experimental 
animals by parenteral administration of serotonin. 
Intravenous or subcutaneous injections into dogs of 
natural or synthetic serotonin result in three phases 
that are quite variable.!° Initially the arterial pressure 
falls quickly and bradycardia is followed immediately 
by the second phase, a sustained pressor response suc- 
ceeded in turn by the last phase, a prolonged depres- 
sor response of lesser magnitude than the pressor 
response. The pressor phase depends in part on vaso- 
constriction.1° 

The initial phase is believed to be caused either by 
transient ganglionic blocking action or pulmonary 
vasoconstriction with pooling of blood in the right 
side of the heart. Pulmonary vasoconstriction follow- 
ing injection of serotonin is a consistent response.!? 
The flushing phenomena has been demonstrated in 
man following serotonin infusion.’ Diarrhea, strong 
intestinal contractions, profound weight loss and 
finally death develop in the experimental animal after 
prolonged administration of serotonin, but valvular 
damage or lesions of the heart have not been observed. 

Serotonin is antagonized by lysergic acid diethyla- 
mide, yohimbine, and ergotamine.1° Chlorpromazine 
has also been reported to be antagonistic to serotonin® 
and is apparently of therapeutic benefit in alleviation 
of symptoms of the carcinoid syndrome.*: 12 The 
efficacy of chlorpromazine is not clearly understood 
and its action may be unrelated to its reported inter- 
action with serotonin.!* Reserpine and 1-benzl-2- 
methyl-5-methoxy tryptamine (BHS), a benzl analog 
of serotonin, are also antagonistic to serotonin,!7 and 
it is apparent that a host of structurally related com- 
pounds are antimetabolic to serotonin. Drugs of this 
same class have interestingly enough found wide ap- 
plication in the treatment and study of mental dis- 
eases. 


Pathology and Pathogenesis 
of Heart Lesions 


In a review of 58 cases of the carcinoid syndrome, 
MacDonald? found that in most the valvular lesions 
were limited to the pulmonic and tricuspid valves. In 
general the valves were stenotic, had increased vascu- 
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larity of cusps, and were covered by collagenous and 
hyaline tissue. MacDonald compared the histochemi- 
cal and pathologic findings of the hearts in 44 cases 
of carcinoid syndrome with normal hearts and hearts 
damaged by rheumatic fever, lupus erythematosis, 
periarteritis, congenital pulmonic stenosis, and sclero- 
derma. The valvular lesions of the carcinoid syndrome 
were distinctive and characterized by fibrous tissue 
devoid of elastic fibers upon a relatively intact endo- 
cardium and the presence of many mast cells in the 
valvular endocardium. In one case histologic evidence 
of mitral damage was found and consisted of mast 
cell infiltration. 

The pathogenesis of cardiovascular lesions in the 
carcinoid syndrome is not fully understood. Two 
theories have been proposed. The valvular lesions 
and endocardial fibrosis of the right ventricle may be 
caused by direct action of serotonin by unknown proc- 
esses before it is converted to 5-HIAA in the lungs. 
In support of this concept is the fact that the mitral 
and aortic valves are with few exceptions unaffected 
and presumably would be affected only when 5-HT 
had direct access to the left ventricle before it became 
inactivated in the lungs. Involvement of all four 
valves of the heart has been reported in a case of 
carcinoid syndrome with patent foreman ovale by 
McKusick® and that report is in agreement with these 
views. 

Another possible explanation, advanced by Thor- 
son,1% is that the altered dynamics of the heart during 
cutaneous flushes may damage the endocardium and 
valves of the right ventricle by stretching. He believes 
the stretching of the right ventricle by the rapid 
change in stroke volume and cardiac output occurring 
during the cutaneous flushes is sufficient to injure 
valves and endocardium. 


Diagnosis 

Diagnosis is not difficult when the full syndrome is 
present; however, in some patients only one of the 
signs or symptoms may be noted during the initial 
phase of the syndrome. The condition should be con- 
sidered in the differential diagnosis in patients having 
any one or all of the following: bouts of diarrhea, 
cutaneous flushes, intermittent abdominal cramps, and 
clinical evidence of valvular heart disease. 

A screening test for 5-HIAA in urine has been 
developed! and is exceedingly simple, rapid and re- 
liable for amounts greater than 30 mg. per day. The 
chemical reaction of this test is specific for 5-hydroxy- 
indoles and a quantitative test based on the same re- 
action has been developed.!® The possibility that exog- 
enous substances might give a false positive reaction 
was not realized until Anderson! found that monkeys 
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fed bananas excreted excessive amounts of 5-HIAA. 
Waalkes and associates!® demonstrated that bananas 
contain serotonin, noradrenalin, and related amines. 
Ingestions of bananas therefore may lead to erroneous 
chemical diagnosis of carcinoid tumors and pheo- 
chromocytomas. Bananas therefore should be elimi- 
nated from the diet of persons who are being studied 
for excretion of serotonin derivatives and catechola- 
mines. 


Wesley Hospital 
550 North Hillside 
Wichita 6, Kansas 
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PRESIDENT’S PAGE 


Dear Docror: 


There are many ways to evaluate a life span, and occasionally his- 
tory keeps the spotlight of fame turned upon a name indefinitely. 
For most of us, however, the criteria of value of our own lives rest 
with our friends, and most of all with ourselves. Life is for each of 
us a definite (though fortunately unknown) number of days. And to 
the extent that these are good days, the life has been worth living. 
Occasionally great adversity sees the development of new strength 
and courage, and moral stature. But most of the days, for most of us, 
are less dramatic. However, we of the medical profession enjoy a 
sense of importance in the work we are doing that gives meaning and 
value to most of our days, such as few men in other walks of life 
ever know. 

We have come again to the golden days of autumn, and the begin- 
ning of another school year. Already the professional meetings are 
being resumed. We in Kansas are especially fortunate in the lead- 
ership of the university in providing postgraduate medical training 
that is outstanding across the nation. The response of the physicians 
of Kansas to this and other educational opportunities has been most 
gratifying. The direct beneficiary is the patient. But the physician 
finds his reward in a renewed sense of strength and confidence and 
pride in himself that probably makes for more good days in his life 
than he can know from any other source. 


Fraternally, 


President 
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EDITORIAL COMMENT 


Radiological Safety 


Editor's Note. The JOURNAL welcomes the oppor- 
tunity of publishing the following editorial written 
by Dr. G. R. Germann as chairman of the Public 
Health Committee of the Kansas Radiological Soci- 
ety. Dr. Germann is a radiologist at the University 
of Kansas Medical Center. 


During the past few years a great deal has been 
written and said concerning radiological exposure, 
its dangers, and its safeguards. Much of this material 
has been based on excellent experimental work and 
leaves little doubt of its validity. However, much 
has appeared in the lay press which has been stated 
so casually and sparing of fact that it has led only 
to confusion of both the lay public and the medical 
profession. It is the role of the physician using radi- 
ation sources to allay any hysteria which may result 
in his patients or colleagues, and yet it is also his 
obligation to both teach and protect these patients 
and colleagues to the peak of his ability. No one 
should minimize the potency of this tool. 

It should be the ambition of every user of radio- 
logical energy to improve the quality of his work 
continuously and to decrease the population exposure 
to radiation material progressively. It seems safe to 
estimate that the medical exposure of the population 
could be safely reduced in half by merely applying 
known rules and principles to radiation exposure. 
This could actually be done without decreasing the 
number of medical examinations done. 

These rules and principles are not complicated. 
They are not limited to specialists in the field of 
radiology. Actually radiologists make up only ap- 
proximately 5 per cent of the users of x-ray or gamma 
radiation. The following general rules may be of 
value to you as a user of radiation sources, particu- 
larly in diagnostic work. 

1. The exposure should be a premeditated one. 
The technician should know exactly what areas 
should be radiographed and have a technique chart 
which is accurate. This is to eliminate useless expo- 
sure and particularly repeat exposures. 

2. In diagnostic x-ray, dark room technique must 
be followed meticulously. Far. more films are ruined 
in the dark room than at the exposure table. This 
technique varies somewhat with chemicals used, but 
each type of chemical clearly defines its prescribed 
technique. 

3. Radiation exposure must be limited to the de- 
sired area radiographed. This implies use of accurate 
coning or shielding devices. P 
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4. All x-ray and fluoroscopic units should be fil- 
tered with at least two millimeters of aluminum for 
diagnostic work, and the highest K V practical for 
good quality films should be used. 

5. Patients should always be adequately prepared 
for examinations so that maximum information can 
be secured from a single radiographic study. 

6. All x-ray units, particularly fluoroscopic units, 
should be calibrated so that the user will actually 
know the output of this machine. A minimum amount 
of time and viewing should be done through a port 
of minimal size. 

The above rules are for the most part self ex- 
planatory. Many other detailed instructions could be 
listed. No attempt is made here to suggest the lim- 
itation of the use of radiological tools in diagnostic 
usage. However, it is well for each physician to re- 
view in his own mind the indications for radiological 
exposure in reference to himself and to his patient. 
This is particularly true of patients in the pediatric 
period. 

There are many devices and accessories which are 
available to users of radiological tools to reduce ex- 
posure to patients and to themselves. All merit seri- 
ous consideration. However, it must be remembered 
there is no substitute for the skill and the experience 
of the user. 


Medicare 


Editor's Note: Following is the text of a letter 
written recently to members of the Kansas Medical 
Society by Dr. Thomas P. Butcher, president. 


Medicare in Kansas has recently undergone two 
major revisions. The first, described on the Presi- 
dent’s Page in the August issue of the JOURNAL, has 
to do with the Kansas contract and came about in 
the course of annual contract negotiations on July 
10 and 11 when Dr. Peters, Mr. Ebel, and your presi- 
dent went to Washington. At that time we were im- 
pressed by the evident desire and intent of the 
government to pay a doctor’s regular fee (based on 
$4,500 per year income) for his services to depend- 
ents of military personnel. The Contracting Officer 
felt that, upon occasion, attempts had been made by 
some doctors to overcharge either directly, by raising 
fees, or to over-treat. He admitted, however, that the 
action of the Kansas Review Committee had, for the 
most part, effectively controlled this problem. It was 
recognized that fees are not uniform, hence the prob- 
lem of paying regular fees without having all fees 
raised to the maximum. It was further recognized that 
a “fee schedule” does make fees uniform. 

At this point we suggested that Kansas go on a 
no-fee-schedule basis, wherein each doctor would 
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charge exactly his regular fee. The government rep- 
resentatives liked this idea and were inclined to favor 
it. However, they pointed out, Congress would not 
permit a contract without ceilings. It was then de- 
cided that a ceiling would be established (which 
would not be published) and that each doctor would 
be asked to make his usual charge, and payments 
would be made up to the ceiling. Then, if special 
circumstances warrant, even the ceiling may be ex- 
ceeded by agreement of the Contracting Officer. The 
old Medicare Fee Schedule is cancelled and should 
be discarded. On this we have agreed. 

The plan should be effective so long as it is not 
abused. Just what constitutes a doctor's customary 
fee in any given instance is usually a matter of record 
in the reports he has made in the past in his Blue 
Shield claims. Reasonable differences of opinion the 
Review Committee should be able to handle. More 
difficult problems will be referred to the Contracting 
Officer in Washington as in the past. 

We feel pleased about this new contract. We be- 
lieve the integrity of the physicians of Kansas will 
make this a workable program that is not abused. 
However, the government insisted that both parties 
have the right to review the program at the end of 
each two months, with continuation of the contract 
only if it then appears satisfactory both to them 
and to us. 

The second major revision came at the hands of 
Congress a very few days ago in substantially cur- 
tailing Medicare appropriations for the coming year. 

Congress has been advised, through figures which 
are not available to us, that medical care in armed 
forces facilities is less costly than when purchased 
from civilian sources. We are convinced that a 
decided shift in usage and a rise in the cost of civilian 
care have continued since the program began. The 
increased use of assistants and of consultant services 
may also be seen with appalling clarity. 

We wish to disagree with the opinion that the 
armed forces can supply care more economically than 
is available through civilian sources. Perhaps we 
could prove that point, but the sharply rising charges 
by civilian doctors cannot be disputed. Neither can 
one argue against the fact that there are 5,000 vacant 
hospital beds in various armed forces facilities. So 
Congress drastically curtailed the Medicare program 
by reducing appropriations. Medicare is, therefore, 
forced to retrench. Several new rules have been 
adopted as a means for effecting this saving. The fol- 
lowing will affect the physician: 

1. Not eligible for civilian care, unless specifi- 
cally authorized by the base commander, are de- 
pendents living with their sponsor at or near an es- 
tablished armed forces medical facility. 


2. Not eligible in the future will be any patient 
for surgical procedures which in the opinion of the 
surgeon may be postponed or classified as elective. 
NOTE: This repeals a previous definition of the 
word ‘‘elective.” 

3. Not eligible in the future will be home or of- 
fice care for accidents. Only those treated in a hos- 
pital may be paid under Medicare. 

4. However, any dependent visiting away from 
her home or on a trip, is eligible for civilian care 
during such time. We understand this will include 
the situation of an obstetrical patient who temporarily 
leaves the home of her sponsor to be delivered in 
another city. It will not be necessary for her to obtain 
prior authorization even though there is a military 
hospital in the area where she is visiting. 

What the above amounts to in Kansas is a sharp 
reduction in cases from areas around Olathe, Leaven- 
worth, Wichita, Topeka, Salina and other places 
where armed forces hospital facilities exist. Medicare 
cases in the future will be virtually limited to the 
treatment of dependents residing with parents or 
relatives while the sponsor is on active duty and sta- 
tioned elsewhere. 

This situation can change again. The armed forces 
hospitals may be filled, or dependents may disapprove 
of government medicine, or Congress may relax its 
purse strings. But for the present the above prevails. 

Therefore, as we see it now, there is a direct rela- 
tionship betwen parts one and two of this letter. It 
now appears that doctors should conscientiously try 
to recover from the unfavorable position in which 
they have been placed. Your president does not like 
socialized medicine or medicine under government 
control any more than you do. 

It seems that the government should recognize an 
obligation to private enterprise which is violated 
when the government absorbs into its own facilities 
increasing segments of civilians, whether they be 
dependents of servicemen or veterans with non-serv- 
ice connected disabilities. 

When your patients resent a condition that limits 
their choice of health care they should express their 
opinions to elected officials, to their congressmen and 
senators. This is an important step in the public 
responsibility of retaining free enterprise and is en- 
tirely in keeping within the meaning of democracy. 

At this moment, however, the government finds it 
advantageous to provide care. That is socialized med- 
icine. If civilian doctors co-operate under the policy 
outlined in Section I, it appears that free enterprise 
can still be salvaged. There can be a return to a 
system of contract practice where the government 
purchases care and the patient retains his freedom to 
choose the physician he wants. The physician retains 
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his right to charge what he believes is in keeping 
with the worth of his service and his patient's ability 
to pay. 

If every Kansas doctor will help in this experiment, 
it may spare him a great problem in the future. Your 
co-operation will be of service to your Society as well 
as to yourself and will be appreciated. 


Basie Science Examinations 


The Kansas Board of Basic Science Examiners will 
give examinations in the subjects of anatomy, bacteri- 
ology, chemistry, pathology, and physiology on No- 
vember 24 and 25, 1958, in the Auditorium of Wahl 
Hall, University of Kansas Medical Center, Kansas 
City. Satisfactorily completed applications for exam- 
ination must be submitted at least 30 days prior to 
the examination. Application blanks and other infor- 
mation can be obtained from L. C. Heckert, secre- 
tary of the Kansas Board of Basic Science Examiners, 
Pittsburg. 


Oklahoma City Clinical Conference 


The 28th annual three-day conference of the 
Oklahoma City Clinical Society will open at the Bilt- 
more Hotel on October 27. Fifteen guest speakers 
from medical and teaching centers throughout the 
nation will present lectures and discussions. In addi- 
tion to general assemblies there will be specialty 
lectures, a clinicopathological conference, and daily 
luncheon round-table question and answer sessions. 

Entertainment will include a banquet on Monday 
evening with Dr. Russell B. Roth as speaker, a social 
hour and nine specialty group dinners on Tuesday 
evening, and a dinner-dance on Wednesday evening. 

All physicians who are members of county medical 
societies are invited to attend. The conference is 
approved for credit under Category I by the Amer- 
ican Academy of General Practice. 


Institute on Schizophrenia 


A study of chronic schizophrenia and hospital 
treatment programs will be conducted at the Osa- 
watomie State Hospital, Osawatornie, October 1-3, 
under a grant from the National Institute of Mental 
Health and Smith, Kline and French Laboratories. 
The meeting is designed to define practical treatment 
in mental hospitals, to promote new ideas and re- 
search, and to hear divergent points of view on schiz- 
ophrenia. 

There will be individual and panél discussions on 
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psychoanalytic ideas, communication theory, the view- 
point of social psychiatry, “intrusion” theory, the 
biological standpoint, and large scale hospital pro- 
gramming. 

Included as speakers are: Dr. Karl Menninger, Dr. 
N. Apter, Mr. Gregory Bateson, Dr. John Cumming, 
Dr. Austin Des Lauriers, Dr. Jordan Scher, Dr. ‘Otto 
Will, Jr., Dr. Bruno Minz, Dr. L. von Bartelanffy, 
Dr. H. G. van der Waal, Dr. I. Clancey, Dr. Elmer 
Galioni, Dr. S. K. Weinberg, Dr. Martin Scheerer. 
There will be no registration fee, but attendance 
will be limited. 


Clinical Conference in Kansas City 


The 36th annual fall conference of the Kansas 
City Southwest Clinical Society will be held in the 
Municipal Auditorium, Kansas City, Missouri, Sep- 
tember 22-25. Fifteen nationally known speakers will 
present programs, and a special feature will be a 
premiere telecast from Bethesda Naval Hospital and 
Washington, D. C. Postgraduate breakfast seminars 
will be held daily, and diversified round-table lunch- 
eon discussions will be on the schedule for Septem- 
ber 23. 

Complete programs may be obtained from the 
Society, 3036 Gillham Road, Kansas City 8, Missouri. 


K.U. Medical Alumni Meeting 


A banquet for members of the K.U. Medical 
Alumni Association and their wives will be held at 
the President Hotel, Kansas City, Missouri, on 
Wednesday evening, September 24, during the con- 
ference of the Kansas City Southwest Clinical So- 
ciety. A cocktail hour at 6:30 will precede the dinner. 


Changes of Department Chairmen 


Two physicians retired as department heads at the 
University of Kansas Medical Center on July 1 and 
two other physicians were appointed in their places. 

Resigning as chairman of the Department of Psy- 
chiatry but remaining on the staff as full professor 
is Dr. William F. Roth, Jr. Newly appointed as 
chairman of the department is Dr. Donald C. Greaves, 
who has been an associate professor at the University 
of Oklahoma School of Medicine since 1955. 

Dr. Lee H. Leger, who resigned as director of 
clinical laboratories and head of the Department of 
Clinical Pathology, was succeeded by Dr. Russell J. 
Eilers, assistant professor of pathology and oncology, 
who joined the Kansas staff in July of 1957. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


The civilian Medicare program is struggling 
through an uncomfortable period of readjustment 
while attempting to cut its costs by about 30 per cent. 

Had the program continued the way it was oper- 
ating last year, the cost this year would be an esti- 
mated $100 million. Instead, the Defense Depart- 
ment, on the urging of Congress, is attempting to 
keep costs within the appropriated $70.2 million. 

No one can estimate as yet actually what is being 
saved. Some services that previously were authorized 
in civilian hospitals and from civilian doctors have 
been eliminated, thus shifting these costs from the 
government to the service families. At the same time 
many dependents who had been cared for outside 
the military now are required to go to service hos- 
pitals. 

If they don’t like what is happening, there is not 
much the Medicare administrators, the doctors, and 
the hospitals can do about it, at least not until the 
new Congress meets next January. Then, if the situa- 
tion is out of hand and there is widespread discontent 
among service families, the problem could be re- 
turned to the lap of Congress. 

Awkward as are the restrictions in some areas, 
the situation could have been much worse. The House 
originally proposed only $60 million for the civilian 
program, and ordered the Defense Department not 
to exceed that figure. In the Senate, Senator Know- 
land (R., Calif.) sponsored an amendment increasing 
the total to $70.2 million, and lifting the ceiling on 
spending. The Knowland proposal was approved. 

The conference committee accepted the Senate 
changes but in its report on the bill instructed the 
department to stay within the $70.2 million. This the 
department is attempting to do, but if the figure has 
to be exceeded for good reasons, the department 
would have to shift funds or ask for a supplemental 
appropriation and explain the need. 

If the ceiling had been kept in the bill itself, the 
department couldn’t have spent a penny more than 
the $60 million. 
~ Here are the major restrictions, as outlined by the 
department to a meeting of Medicare contractor rep- 
resentatives : 

« Dependents living with their sponsors to use mili- 
tary facilities, unless the military authorities certify 
that civilian care is necessary because service facilities 


are not available. Dependents not living with sponsors 
to have freedom of choice of military or civilian 
medicine, as now. 

* In maternity cases, if the patients are living apart 
from sponsors, they will continue to have freedom of 
choice. If living with sponsors, new patients or those 
in the first trimester must use service facilities if 
available. Those in the second and third trimesters, if 
under civilian care October 1, may continue, but if 
for any reason they change doctors, military facilities 
must be used if available. 

* The new regulations also discontinue all services 
“not clearly specified in the law” for all dependents. 
The eliminated services include medical care ordi- 
narily rendered on an outpatient basis, acute emo- 
tional disorders, and elective surgery. Emergency care 
may be obtained from civilian sources without prior 
authorization. 

* Where more than one service facility is located in 
the area, a military clearing house will screen de- 
pendents and hospitals to insure that all service hos- 
pitals are used “to the optimum.” 


Congress has received much advice on what to do 
about the hospitalization of veterans now and in the 
years ahead. Everybody seems to agree that 20 to 30 
years from now will see a sharp increase in the num- 
ber of non-service-connected disabilities among the 
veteran population. The question then is how many 
of these cases should be taken care of by the federal 
government. 

During hearings by the House Veterans Affairs 
Committee, Dr. Russell B. Roth, chairman of the 
American Medical Association Committee on Fed- 
eral Medical Services, reiterated the A.M.A. stand 
that service-connected cases should receive best care 
possible in VA facilities and that non-service-con- 
nected illness should be the responsibility of state 
and local governments, if the veteran is unable to 
pay for his care. 

Before adjourning, the House Committee intro- 
duced a bill that did little to clear up the issue of non- 
service-connected care. It was aimed rather at the 
Budget Bureau in an effort to assure that some 5,000 
beds now closed because of ‘administrative decisions” 
would be placed in use—presumably for non-service- 
connected cases. 


Under a Senate resolution, a statue of the late 
Dr. Florence Rena Sabin, who was noted for her 
research in the lymphatic system and _ tuberculosis, 
would be placed in the Capitol’s Statuary Hall, as 
one of Colorado’s distinguinshed citizens. Each state 
is allowed two such statues. 
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Immunologic Paralysis 


Antigen-antibody combination leads to the release of a mediator substance. Histamine 
is such a product of this complex although there undoubtedly are others: possibly 
serotonin and alpha | globulin for example. Release of the mediator is accomplished, 
at least in some instances, only in the presence of complement. In the latter situations, 
if the complement is destroyed or interfered with by the use of an esterase inhibitor, no 
hypersensitivity phenomena are observed. 


On purely speculative grounds it might be imagined that the production of antibody 
could be slow enough to cause antigen-antibody complex formation at such a slow 
rate that the resulting chemical or enzyme substance liberation can be physiologically 
controlled by the organism. Recent investigation by the use of radioactive labelling 
techniques revealed that the polysaccharide antigens may persist in animals for a period 
longer than a year, and that during this time the antibody to that polysaccharide was 
being constantly removed by the persisting antigen. This then does represent “im- 
munologic paralysis” or unresponsiveness in the case of this specific antigen, for the 
introduction of more antigen is incapable of stimulating a further antibody response. 


It is quite possible that the gradual breakdown or degrading of the antigen-antibody 
complex may release constantly a fraction of the antigen factor for re-union with 
freshly produced antibody substance, thus perpetuating the reaction as well as holding 
in combination all antibody manufactured by the host. It may be that this is the 
explanation for the state of immunologic paralysis in the case of protein antigens 
which do not persist as long. Certainly it has been known that large doses of antigen 
may suppress antibody formation altogether. More recently it has been shown that 
the heterologous antigens may be so competitive in action that one may stimulate 
alone all antibody formation—to the point of virtual exclusion of other antibodies. 


These concepts have a practical application. Inasmuch as there can likely be antigen 
competition in the patient, one should carefully appraise the requirements in order 
that the use of non-essential antigens can be avoided. The indiscriminate inclusion of 
this or that antigen in the mixture is to be condemned. Ordinarily it is possible to 
avoid feathers—probably not too difficult to avoid dog hair—goldenrod pollen—Ber- 
muda grass pollen in certain localities—etc., so that even if the patient has a positive 
test to these antigens with the Prausnitz-Kustner procedure they may be excluded 
from the injected mixture. By their inclusion one may actually diminish the antibody 
production to the house dust, mold, and ragweed antigens from which the patient 
is really reacting symptomwise. The end result is frequently a decreasing tolerance 
to the injections and less relief from the allergic state. In multiple allergy states it is 
perhaps difficult to avoid some of the competition among antigens, but one must be 
as diligent as possible in their selection. 


Prepared by the Committee on Child Welfare of the Kansas Medical Society. 
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Maternal Death Study—Case History 


The patient was a 26-year-old para 2, gravida 3 whose weight was unknown but 
had long been in excess of 300 pounds. Medical history other than obstetric was not 
significant, but her first pregnancy terminated at seven months with an induced labor 
because of eclampsia, the premature infant surviving four days. The second, two 
years prior to the final one, was complicated by the presence of a duodenal ulcer and 
possible gallbladder trouble and ended at eight months with non-convulsive toxemia 
and delivery of a stillborn infant (dead one week prior to delivery). 

The patient died of eclampsia in the seventh month. There was no autopsy or staff 
review. She was thought to be four months pregnant at the time of her first visit to 
the physician, but the examination was admittedly indeterminate because of the 
obesity. Urinalysis was normal and blood pressure was 144/84. Dietary advice and sup- 
plements were given but were thought not to have been followed. No blood work 
was done. The patient made three prenatal visits, choosing her own time rather than 
the assigned appointment time. Weight gain was not determined, but the blood 
pressure remained at the initial level and there were no apparent complications. She 
failed to keep appointments for two months prior to death. 

Approximately two months before term, she was admitted to the hospital in sus- 
pected labor but dismissed without blood pressure determination or urinalysis when 
contractions ceased. She was readmitted five days later in general discomfort which 
she interpreted as labor, and she also complained of headache. Blood pressure was 
210/140, pulse was 100, and respirations 28. Fetal heart tones were not definitely 
heard and the cervix was closed and uneffaced. The baby was thought to be small 
but its position was uncertain. She was sedated with Demerol. A urine specimen was 
not obtained. 

Three hours after admission, she had a convulsion. The attending physician and a 
consultant (general practitioner-surgeon) saw her, and she was treated vigorously 
with oxygen, Sodium Luminal, paraldehyde, and magnesium sulfate. She was con- 
sidered in critical condition, and no intervention with the pregnancy was considered 
warranted. Intravenous injection of a veratrum compound was initiated but the patient 
died in a convulsion two hours after the first one. 

COMMITTEE OPINION: This was considered to be a fulminating eclampsia as 
indicated by the attending physician and demonstrates the treacherous character of this 
disease. The obstetric history should have placed this patient under constant suspicion 
as a potential toxemic. It is unfortunate that the blood pressure and urine were not 
checked on the first hospital admission for they may have indicated some activation of 
the toxic process at that time. Blood pressure of 210/140 on her final admission 
should have been the signal for immediate and intensive treatment. The frustration 
of a physician dealing with a patient who fails to cooperate was given due considera- 
tion. The committee felt it had no alternative but to re-emphasize that the earliest 
signs of toxemia demand immediate and adequate therapy and, further, that the 
physician cannot reject the obligation, no matter how undesirable, of pressing the 
best possible care upon the uncooperative patient. 

CLASSIFICATION: Obstetric death, preventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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PHYSICIANS’ ACTIVITIES 


Dr. Charles A. Hunter, Jr., associate professor 
of obstetrics and gynecology at the University of 
Kansas Medical Center, has resigned that position 
to join the staff of the University of Indiana Medical 
Center in Indianapolis. 


Two Kansans, Dr. Antoni M. Diehl of Kansas 
City and Dr. Wayne L. Fowler of Concordia, were 
awarded certificates of fellowship in the American 
College of Chest Physicians recently. 


Dr. Ralph N. Sumner, a graduate of the Univer- 
sity of Kansas School of Medicine who recently com- 
pleted internship at Bethany Hospital, Kansas City, 
has opened an office in Fredonia. 


An article by Dr. E. Grey Dimond of the Cardio- 
vascular Laboratory, University of Kansas Medical 
Center, was published in the July 26 issue of the 
Journal of the American Medical Association. The 
title was ‘Transistor for Transmission of Electro- 
cardiograms by Telephone.” 


Dr. Elmer D. Peffley, who has been practicing 
in Chetopa since December, 1956, closed his office 
there last month and has not yet announced plans 
for his new location. 


Representing the Kansas Medical Society as speak- 
ers at an educational course for medical assistants 
held at the University of Kansas, Lawrence, in Au- 
gust were Dr. Thomas P. Butcher of Emporia, 
speaking on “Religion and Medicine”; Dr. Wil- 
liam J. Reals of Wichita, who discussed ethics, and 
Mr. Oliver E. Ebel, executive secretary of the So- 
ciety, who spoke on legislation. 


Two Pittsburg physicians who serve as team doc- 
tors for the Pittsburg State Teachers’ College, Dr. 
John G. Esch and Dr. George Pogson, presented 
discussions on ‘The Team Physician and Athletic 
Injuries” at the annual high school coaches’ clinic 
held at the college recently. 
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Dr. Guy E. Finkle, McPherson, announces that 
Dr. W. J. Collier, 2 diplomate of the American 
Board of Surgery, is now associated with him in 
practice. Dr. Collier has been assistant chief surgeon 
at the Veterans Administration Hospital in Wichita. 


The Gelvin-Haughey Clinic, Concordia, announces 
that Dr. Robert L. Rogers is now a member of its 
staff, specializing in obstetrics. He was graduated 
from the University of Kansas School of Medicine 
in 1955, served his internship at Minneapolis Gen- 
eral Hospital, and then served with the armed forces 
in Germany until June of this year. 


Dr. Eldred V. Thiehoff, of the University of 
Kansas Medical Center, spent a month touring South 
America during the past summer to observe methods 
of teaching public health and preventive medicine 
on that continent. 


A new physician in Manhattan is Dr. George S. 
Bascom, son of Dr. K. F. Bascom, also of Man- 
hattan. The young man was graduated from Har- 
vard School of Medicine, served his internship at 
Grace New Haven Community Hospital, was a re- 
search fellow in surgery at Massachusetts General 
Hospital for a year, and has had three years of surgi- 
cal residency at Grace New Haven Community Hos- 
pital. 


Dr. Jess W. Koons and Dr. Jack D. Reese, who 
recently completed internships at Wesley Hospital, 
Wichita, have announced the opening of an office 
for general practice in Liberal. 


Physicians in Shawnee County sponsored their 
third ‘Polio Dollar Day’’ in Topeka on August 7 
and gave 3,700 shots. 


Dr. Robert A. Reinhardt, Glen Elder physician 
for the past 43 years, has announced his retirement 
from active practice. 


Dr. Thomas P. Butcher, Emporia, president of 
the Kansas Medical Society, spoke on “The Physician 
Views the Hospital’ at a workshop for hospital ad- 
ministrators at the University of Kansas in August. 
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Dr. Henry S. Haerle, Marysville physician now 
on active duty with the Army, has been promoted 
from captain to major. For some time he served in 
the Pacific Area and was transferred in July to El- 
lington Air Force Base in Texas. 


Speaker at a recent meeting of the Rotary Club in 
Ottawa was Dr. J. E. Wallen, who related interest- 
ing experiences in his 26 years of practice. 


Dr. Glen Floyd, ophthalmologist at the Snyder 
Clinic in Winfield since 1947, has announced plans 
to move to Bartlesville, Oklahoma, this month and 
will engage in practice there. 


Dr. Paul H. Lorhan, of the University of Kan- 
sas Medical Center, spoke on “‘Antiemetics for the 
Control of Postoperative Nausea and Vomiting Fol- 
lowing Cataract Surgery” before the Section of Anes- 
thesiology of the American Medical Association at 
its meeting in San Francisco recently. 


A psychiatrist, Dr. B. S. Lacy, Jr., assumed his 
duties as medical director of the Riley County Men- 
tal Health Center on September 1, succeeding Dr. 
Howard V. Williams, Jr. Dr. Lacy, a diplomate 
of the American Board of Psychiatry, has been on 
the staff of the Topeka State Hospital during the 
past eight years. 


Dr. Loren Augustyn, a 1954 graduate of Creigh- 
ton University School of Medicine, has opened an 
office in Colby. He served his internship at Creigh- 
ton Memorial St. Joseph Hospital, had a surgical 
residency at Creighton also, and since 1955 has been 
in the Air Force. 


A physician who recently finished internship at 
Wesley Hospital, Wichita, Dr. John Fred Doorn- 
bos, became associated with the El Dorado Clinic 
on August 1. 


Dr. Arthur W. Hoyt, who practiced pediatrics 
in Oklahoma for five years and who served as clinical 
instructor in pediatrics at Wayne University Medical 
School, Detroit, before beginning a three-year resi- 
dency at the Menninger School of Psychiatry in To- 
peka, has become medical director of the recently 


merged Family Service and Guidance Center, To- 
peka. He succeeds Dr. Robert B. Forman, who has 
joined the Menninger Foundation staff as psychiatrist 
in the out-patient department. 


Dr. Frank A. Trump, Ottawa, is one of two 
men honored recently by Ottawa University. He was 
awarded a bronze plaque for “long medical service 
in the community and for the establishment of the 
university student health service.” 


Dr. Charles W. Graham, radiologist, is now lo- 
cated at St. Thomas Hospital in Colby. Since his 
graduation from the Nebraska College of Medicine 
in 1949, he has had four years’ training in radiology 
at the State University of Iowa and has served in 
the Army in the Korean conflict. 


Dr. Albert N. Lemoine, Jr., of the University 
of Kansas Medical Center, spoke on ‘Surgical and 
Applied Anatomy of the Globe and Orbit” at the 
Lancaster Course, Waterville, Maine, in July. At 
the same course Dr. Larry L. Calkins spoke on 
“Ophthalmic Pathology.” 


Study of Nursing Homes 


A field survey of approximately 25 skilled nursing 
homes in various sections of the country is being 
conducted by the A.M.A.’s Council on Medical Serv- 
ice. Primary purpose of visits to these public, pro- 
prietary, and non-profit facilities will be to obtain 
data that will aid in developing recommended guides 
and standards governing medical care in nursing 
homes. It is expected that much valuable informa- 
tion will be gathered on other important phases 
of nursing home operation—including nursing care, 
social service, food service, staffing and personnel 
policies, and costs. Tentative plans call for publishing 
the results of the survey, along with suggested stand- 
ards for medical care and supervision, this fall. 

This field study is one of the activities which has 
grown out of meetings of the liaison committee of 
the American Medical Association and the American 
Nursing Home Association. Other problems currently 
under the committee’s consideration are the adequacy 
of welfare payments for nursing home care, ways of 
financing new and improved nursing home facilities, 
and stimulation of better working relationship between 
nursing homes and physicians at both the state and 
local levels. 
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THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


How Many Doctors ArE ENoucH? 


The National Fund for Medical Education, which 
is trying to raise money for medical schools, recently 
tackled the question of “How many doctors are 
enough?” 

The Fund pointed out that today’s doctor can 
serve more patients than the doctor of a generation 
ago. He can cover more territory and his office is 
accessible to people in a wider radius. 

More people see the doctor in his office, rather 
than having him come to their homes. 

Also, drugs and other therapeutic aids undreamed 
of 20—or even 10—years ago are a great time-saver 
for the doctor. A case of pneumonia, for example, 
once required 11 hours of a doctor's attention. Now 
it requires about an hour and a half, the Fund points 
out. 

But, there is another side to it, says the Fund. 

There is more for the doctor to do. For people see 
the doctor more frequently; regular checkups are 
common ; people don’t wait as long as they once did 
before calling the doctor when pain strikes. 

Also, doctors are employed today in industrial 
plants, schools, health departments and many other 
places where formerly medical attention was not avail- 
able. 

But the overriding factor is that our population is 
increasing rapidly. New medical schools in opera- 
tion or in prospect can bring the rate of increase of 
doctors up 3,500 a year. But that is only two-thirds 
of the need if by 1975 we are to maintain even the 
present ratio of one doctor to 730 persons. 

So if you have found your doctor so busy he scarce- 
ly has time for you, there is informed backing for 
your impression that there aren’t enough doctors. 
Providing the tremendous amount of money needed 
for new facilities to right the situation is something 
else again —Waichita Eagle, June 18, 1958. 


Famity Doctor Key FicurE 


There are many specialists in the field of medicine 
today, but the old family doctor still remains a key 
figure in modern medical practice. , 
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A survey by the National Opinion Research Cen- 
ter at the University of Chicago, shows that today 
the average family doctor is a man in his forties, a 
well-established general: practitioner in private prac- 
tice. He derives his income from fees treating some 
26 patients a day, and spends over eight hours a day 
on home and office calls. He sees most of his pa- 
tients in his office or at their homes, but usually has 
hospital staff privileges. 

Dr. Paul Hawley, director of the American College 
of Surgeons, has said: “Every family needs a medical 
adviser upon which it can rely, whether or not such 
a need is recognized. The family physician is the only 
practitioner of medicine who can fill this role prop- 
erly. He should be more than an adviser. He should 
be the medical manager ; and, if he has earned the full 
confidence of the family, he will occupy such a posi- 
tion.” 

We think it is important that every family have 
one physician that it considers its family doctor. 
Such a relationship provides the family with good 
medical protection, and once the doctor has gained the 
confidence of the family, the doctor is in a position 
to be of more service. 

Good medical care will always depend on how 
early during an illness a physician is consulted, and 
how readily his advice is accepted by those who ask 
for it. 

A sound relationship between family and doctor is 
the key to good health.—Coffeyville Daily Journal, 
June 27, 1958. 


Borrow FOR BRAINS 


It takes a long time and a lot of money for a 
young man to become a medical doctor. 

But the University of Kansas School of Medicine 
reports that during the past five years not one student 
has dropped out of school because of financial needs. 

Nor has any prospective acceptable student been 
denied admission to the school because of financial 
limitations. 

This encouraging record has been made primarily 
because during this same five-year period, loans 
totaling nearly $200,000 have been made to medical 
students from 29 separate loan funds at the school. 

The students pay two per cent interest on the loans 
from the day they are granted. But tney are not re- 
quired to begin retiring the obligation until after 
completion of internship. In 20 years of experience 
only four loans have been written off as losses. These 
involved two men who died shortly after gradua- 
tion and two who became totally disabled by illness. 

The virtual absence of risk, together with the obvi- 
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ous need, should prompt a far more widespread use 
of loan funds to finance education. Scholarships are 
abundant for undergraduate study, and the tax sup- 
port of institutions keeps the cost of basic education 
relatively low. 

The great need for help is at the graduate school 
level, not only in medicine but in other fields as well, 
particularly in teaching. There is not an alarming 
shortage of people who are competent in their fields; 
the shortage is among men who are expert. 

To be expert requires three or four years of study 
beyond college graduation and involves not only the 
high cost of the study itself, but the expense of the 
older student maintaining the family he is likely to 
have before his studies are completed. 

Cattle are fattened, homes are built, businesses are 
expanded on borrowed money. The same formula 
should be extended more fully to the fattening and 
expanding of the mind.—Hutchinson News, June 8, 


1958. 


Reorganization Plans for A.M.A. 


A first step in the American Medical Association's 
broad reorganization plans was reviewed and ap- 
proved by the Board of Trustees at a meeting held 
in Chicago in August. The purpose is to streamline 
the A.M.A. administrative set-up, without affecting 
relationships between standing committees and the 
Board of Trustees or the House of Delegates. 

Six new divisions were established: Business, Law, 
Communications (professional and public relations), 
Field Service, Scientific Publications (editorial), and 
Council Administration. The last division is tempo- 
rary, pending further study of the scientific and socio- 
economic activities of the association. 

Directors of the divisions are, respectively, Rus- 
sell H. Clark, C. Joseph Stetler, Leo E. Brown, 
Aubrey Gates, Dr. Austin Smith, and Dr. Ernest B. 
Howard, assistant executive vice-president, who will 
administer the temporary division in addition to act- 
ing as deputy to Dr. F. J. L. Blasingame, general 
manager. 

Important administrative realignments include: 
(1) transfer of A.M.A. News and Today's Health 
editorial functions to the Communications Division 
and (2) centralization of all advertising, circulation, 
and printing activities in the Business Division. 

The over-all legislative program, including the 
Washington office, the Committee on Legislation, and 
related field activities, will be reviewed by a special 
committee of trustees and delegates appointed by the 
Board of Trustees. The existing organizational pat- 


tern for legislative activities will be continued for the 
present. 


Popularity of Publications 


Publications about children are the government's 
best sellers. A new tabulation by the Superintendent 
of Documents, Government Printing Office, Wash- 
ington, shows that four of the first five best sellers 
are publications of the Children’s Bureau. 

Listed below are the titles of the ten most popular 
publications and the number of copies sold since date 
of issuance: 

1. Infant Care, 10,823,652. 

. Prenatal Care, 5,517,213. 

. Your Child from One to Six, 4,549,896. 

. Your Federal Income Tax, 3,480,002. 

. Your Child from Six to Twelve, 1,755,626. 

. Your Social Security, Old-Age and Survivors 
Insurance, 1,195,729. 

7. Postage Stamps of the United States from 1847 
to 1957, 1,009,195. 

8. Air Craft Power Plant Handbook (CAA), 
582,607. 

9. Pilot’s Weather Handbook (CAA), 568,126. 

10. Know Your Money, 407,200. 


NW 


Film on Food Quackery 


How modern ‘medicine men” dupe the public into 
spending millions of dollars on unnecessary or over- 
priced nutritional products is the story unfolded in 
a new American Medical Association film. Prepared 
especially for airing over local television stations 
under the auspices of local medical societies, this new 
27-minute film—‘The Medicine Man’’—dramatically 
pinpoints the fight against quackery in the food and 
nutrition field. 

The film singles out problems which stem from 
health lecturers who travel from town to town giving 
misinformation on nutrition as a tie-in to plugging 
their products of questionable merit and from door- 
to-door salesmen who misrepresent the value of nu- 
tritional products. The film also shows how the medi- 
cal profession cooperates with the Food and Drug 
Administration and voluntary agencies such as the 
National Better Business Bureau in the crackdown 
on these food quacks. 

First showing of the film was at the A.M.A.’s 
Public Relations Institute, August 27-28, at the Drake 
Hotel, Chicago. Prints are available to local medi- 
cal societies from the A.M.A. TV Film Library. 
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Registration fee of $20.00 includes all features 
For further information, address: Executive Secretary, 503 Medical Arts Bldg., Oklahoma City, Okla. 


ANNOUNCING THE TWENTY-EIGHTH ANNUAL CONFERENCE 
of the 


OKLAHOMA CITY CLINICAL SOCIETY 


October 27, 28, 29, 1958 


DISTINGUISHED GUEST LECTURERS 


C. KNIGHT ALDRICH, M.D., 
Department of Psychiatry, University of 
icine, Chicago, Illinois. 


JAMES BARRON, M.D., (Surgery) Associate Surgeon, Division of 
General Surgery, Henry Ford Hospital, Detroit, Mich. 

BLAIR E. BATSON, M.D., (Pediatrics) Professor and Head De- 
partment of Pediatrics, University of Mississippi School of Med- 
icine, Jackson, Miss. 

PARKER R. BEAMER, Ph.D., M.D., (Pathology) Professor of Pa- 
thology, Indiana University School of Medicine, Indianapolis, 
Indiana. 

LOUIS A. BRUNSTING, SR., M.D., (Dermatology) Professor of 
Dermatology, Mayo Foundation, University of Minnesota Grad- 
uate School, Rochester, Minn. 

EDWIN J. DeCOSTA, M.D., (Obstetrics) Associate Professor of 
Obstetrics and Gynecology, Northwestern University Medical 
School, Chicago, Illinois. 

E. GREY DIMOND, M.D., (Medicine) Professor and Head De- 
partment of Medicine and Director of Cardiovascular Labora- 
tory, University of Kansas Medical Center, Kansas City, Kansas. 


HAROLD GIFFORD, JR., M.D., (Ophthalmology) Associate Pro- 


Professor and Head 
hicago School of Med- 


fessor of Ophthalmology, University of Nebraska College of 
Medicine, Omaha, Nebraska. 

CLAUDE N. LAMBERT, M.D., (Ootonedtc! Professor of Ortho- 
pedic Surgery, University of Illinois College of Medicine, Chi- 
cago, Illinois. 

ISADORE MESCHAN, M.D., (Radiolo ogy) Professor and Director, 
Department of Radiology, "Bowman ray School of Medicine of 
Wake Forest College, Winston-Salem, N. 

C. THORPE RAY, M.D., (Medicine) Professor — Chairman De- 
partment of Medicine, University of Missouri School of Medi- 
cine, Columbia, Missouri. 

JOHN T. REYNOLDS, M.D., (Surgery) Associate Professor of 
Fara University Of Illinois College of Medicine, Chicago, 

inois 

RUSSELL B. ROTH, M.D., (Urology) Consultant Urologist, U. S. 
Veterans Administration Hospital, Erie, Pa. 

JOHN M. SHELDON, M.D., (Allergy) Professor and Director, 
Department of Postgraduate Medicine, Head of Allergy Clinics. 
University of Michigan Medical School, Ann Arbor, Mich. 

JOHN ALEXANDER WALL, M.L., (Gynecology) Clinical As- 
sociate Professor of Gynecology, “Baylor University College of 
Medicine, Houston, Texas. 


GENERAL ASSEMBLIES 
CLINICAL PATHOLOGIC CONFERENCE 


ROUND-TABLE LUNCHEONS 
SPECIALTY LECTURES 


DINNER MEETINGS 
COMMERCIAL EXHIBITS 


ACCEPTABLE FOR CREDIT UNDER CATEGORY | BY THE AMERICAN ACADEMY OF GENERAL PRACTICE 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 
CALENDAR OF COURSES—1958-1959 For Medical Profession 


Symposia 

Sept. 19 INFECTIOUS DISEASE 

Oct. 9 SCHOOL HEALTH 

Oct. 13 & 14 CARDIAC AUSCULTATION 

Nov. 3,4 &5 OBSTETRICS 

Nov. 10, II, 12 & 13 MEDICINE 

Nov. 17 & 18 FRACTURE: 

Nov. 19 & 20 “NAR GINSBERG MEMORIAL SEMI- 

Dec. 12 & 13 GLAUCO 

Jan. 19 & 20 PULMONARY ip ond CLINIC 

Jain. 21 & 22 GASTROENTEROLO 

Jan. 23 THE OPHTHALMOSCOPE: ITS USE IN MED- 

Jan. 28 & 29 ENDOCRINOLOGY AND METABOLISM 

Feb. 9, 10 & II RADIOLOGY AND RADIOACTIVE ISOTOPES 

Feb. 16 & 17 HEMATOLOGY: EMBOLIZA- 
TION AND 

Feb. 18 & 19 PERIPHERAL VASCULAR DISEASE 

Feb. 23 & 24 THE HEART: EL LECTROGARDIOGRAPHY 

Feb. 25 & 26 NEUROLOGY AND NEUROSURGERY 

Mar. 9, 10 & Il PEDIATRICS 

Mar. 23 & 24 CARDIAC eran 

Apr. 6, 7 & OTOLARYNGO 

Apr. 8, 9 & Pe OPHTHALMOLOGY 

Apr. 13, 14 

May 18, 19, 0's 21 SURGER 
Intermittent Courses 

Nov. 18-Apr. 15 GENERAL MEDICINE AND SURGERY—Cha- 
nute, Kans. (Evening sessions, 2nd Tuesday 
of each month) 

Nov. 18-Apr. 15 GENERAL MEDICINE AND SURGERY—St. 
Joseph, Mo. (Evening sessions, 2nd Tues- 
day of each month) 

Nov. 19-Mar. 18 SURGERY—OPERATIVE CLINICS (All-day 


sessions on 3rd Wednesday of each month, 


except December) 


GENERAL PRACTICE SYMPOSIA (Afternoon 
sessions, 3rd Thursday of each month) 

KANSAS CIRCUIT COURSE (Afternoon and 
evening sessions one day each month, at 
each of the following centers: Manhattan, 
Hutchinson, Arkansas City, Emporia, Con- 
cordia, Colby, Great Bend, Garden City) 


Correspondence Courses 


INTERPRETATION OF ELECTROCARDIO- 
GRAMS-I (26 weekly lessons; Indexed syl- 
labus included) 

INTERPRETATION OF ELECTROCARDIO- 
(26 weekly lessons} 

HEMATOLOGY-! (9 monthly lessons; 45 col- 
ored micrographs included) 


Special. Skills Courses 


Nov. 20-Apr. 16 
Dec. 2-May | 


Oct. 3-Mar. 27 
Mar. 27-Sept. 18 


Oct. 30-Apr. 23 
Apr. 23-Oct. 15 
Oct. 27-May 25 
Apr. 27-Nov. 30 


Jan. Il-Mar. 15 RADI PHYSICS (Two-hour ses- 
s on Sundays, 10 weeks) 

June 8-20 HISTOCHEMISTRY 
Offered by 

arrangement USE OF RADIOACTIVE 

Allied Health Courses 

July 14-18 WORKSHOP IN MEDICAL-SURGICAL NURS- 
Sept. 22-Oct. 3 eo ON OPERATING ROOM NURS- 
Nov. 2! & 22 X-RAY TECHNOLOGY 
Nov. 24 & 25 CARDIOVASCULAR bs NURSING 
Jan. 5,6&7 MEDICAL TECH OGY 
Feb. 20 & 21 HEARING pod SPEECH CONFERENCE 
Mar. 2,3 & 4 NURSING SERVICE 
Mar. 4,5 & 6 NURSING EDUCATION 
Apr. 27-May | WORKSHOP IN HEAD NURSING 
Offered by 

arrangement EXFOLIATIVE CYTOLOGY 
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...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved?,..absence of serious side effects specifically noted.» *** 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arisTocorT corre- 
sponded in effect to 10 mg, of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 
Aristocort therapy). 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 
2. Shelley, W. B., and Pillsbury, D. M.: 
Personal Communication. 
3. Sherwood, A., and Cooke, R. A.: Personal Communication. 
4. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
resented at International Congress on Rheumatic Diseases, 
oronto, June 25, 1957. 
. Hartung, E. F.: Personal Communication. 
. Schwartz, E.: Personal Communication. | 
. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 
. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., { 
Oct. 26, 1957. 
9. Ibid.: Personal Communication. 
10. Barach, A. L.: Personal Communication. 
11. Segal, M. S.: Personal Communication. 
12. Cooke, R. A.: Personal Communication. 
13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


,..in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.°, .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of aristocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.*°. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.!®1!-12, ,, Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus." 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of artstocort is usually from 8 to 20 mg, 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to ARIsTOCORT 

from prednisone indicate a dosage of artstocorT lower by about % 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bettles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100, 


t Lederie J LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


1. To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


TH F RAL PH CLI N C The Ralph Clinic (in its 61st year) 
is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE °« KANSAS CITY 6, MISSOURI vites consultation with you concern- 
ing your patients with problems of 


Telephone VI. 2-3622 excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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Study of Anticancer Agents 


Eight contracts with seven pharmaceutical firms 
for work on possible anticancer agents and for stud- 
ies to improve methods of testing such compounds 
were announced recently by the Public Health Service. 

Merck and Company, Inc., Rahway, New Jersey, 
will receive $275,000 for producing chemicals and 
hormonal substances whose preparation has been de- 
scribed in the scientific literature. If the compounds 
are found safe for humans by thorough animal tests, 
they will be tested against human cancer. 

Three contracts are for supplying and testing mate- 
rials as possible anticancer agents, and for seeking 
improved methods to test materials. These contracts 
are with Schering Corporation, Bloomfield, New Jer- 
sey, for $240,000; Armour and Company, Chicago, 
for $66,735; and Pitman-Moore Company, Indi- 
anapolis, for $91,770. 


The remaining four contracts are principally for 
studies to improve methods of testing potential anti- 
cancer compounds. Included in this work will be 
testing methods using tissue cultures, various bacteria 
and other organisms, and a number of animal tumors. 
The contracts are with Bristol Laboratories, Inc., 
Syracuse, New York, for $229,753; Upjohn Com- 
pany, Kalamazoo, for $145,000; Merck and Company 
for $500,000; and Parke Davis and Company, De- 
troit, for $350,000. 

The eight contracts, amounting to $1,898,258, will 
be administered by the Service’s Cancer Chemo- 
therapy National Service Center at the National Can- 
cer Institute, Bethesda, Maryland. 

Ten drug firms now have 12 contracts with the 
Public Health Service for cancer chemotherapy work. 
These agreements total approximately $3,500,000. 


DuRRELL KEELING KNIGHT, M.D. 


Dr. D. K. Knight, 63, a general practitioner 
in Kansas City for 33 years, died there on 
August 4 after suffering a heart attack. He was 
an active member of the Wyandotte County 
Medical Society. Dr. Knight received his med- 
ical education at the University of Kansas 
School of Medicine, graduating in 1924. Dur- 
ing both World War I and World War II he 
served in the medical corps of the Army, and 
had since been an active member of the Ameri- 
can Legion. 


ANDREW J. TURNER, M.D. 


An honorary member of the Anderson Coun- 
ty Medical Society, Dr. A. J. Turner, 89, died on 
August 4 in Garnett, where he had practiced 
45 years before his retirement. He was grad- 
uated from Kansas City Medical College in 
1902 and later studied at Tulane University, 
New Orleans. A veteran of three wars, the 
Spanish-American War, World War I, and 
World War II, he was an active member of the 
American Legion. 


GEORGE Morris Gray, M.D. 

Dr. G. M. Gray, 102, Kansas’ grand old man 
of medicine and an honorary member of the 
Wyandotte County Medical Society, died at 
St. Margaret’s Hospital, Kansas City, on Au- 
gust 12. 


DEATH NOTICES 


Dr. Gray was graduated from the Kansas 
City Medical College in 1879. He began prac- 
tice in Kansas City in 1880 and later joined 
Msgr. Anthony Kuhls in starting St. Margaret’s 
Hospital, which he served as chief of staff for 
55 years. In 1912-1913 he served as president 
of the Kansas Medical Society. A member of 
the Western Surgical Association and a fellow 
of the American College of Surgeons, he was 
also professor of surgery at the University of 
Kansas School of Medicine for a long period 
of time. 

His interest in civic affairs prompted him to 
respond to a draft by city voters to serve as 
mayor and to lead in creation of a Board of 
Public Utilities for Kansas City. He was closely 
associated with the Riverview State Bank and 
the Victory State Bank over a long period of 
time, serving the former as a director for more 
than 40 years. 


JosePH A. PopPEN, M.D. 


A physician who had practiced in Jewell 
County 52 years, Dr. J. A. Poppen, 82, died at 
a Concordia hospital on August 16. For 25 
years he served the Iona community and for 27 
years he practiced in Burr Oak. He was a grad- 
uate of the St. Louis University Medical School. 
Dr. Poppen was honored by his home com- 
munity on his 80th birthday, at which time he 
estimated that he had delivered 2,700 babies. 
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Tumor Conference 


Carcinoma of the Breast During Pregnancy 


Edited by HOWARD P. FINK, M.D. 


Dr. Friesen (Moderator) : The following case rep- 
resents a coincidence which is fortunately uncommon 
but is likely to catch us unaware when it does occur. 
Dr. McGannon, will you give us the history ? 

Dr. McGannon: The patient is a 28-year-old Negro 
housewife who is now gravida viii and para vii. One 
pregnancy, eight years ago, ended in spontaneous 
abortion in the third month of gestation; the others, 
except the most recent, have been entirely normal. 

Her next to last delivery occurred in March, 1957. 
She gives a vague history of a burning sensation in 
her left breast a month or two following this delivery. 
She shortly became pregnant again; her last menstrual 
period began on June 24, 1957, and soon thereafter 
she reported to the out-patient department of this 
hospital for prenatal care. The pregnancy pursued an 
uneventful course until, early in January 1958, she 
noted a tender mass in the upper outer quadrant of 
her left breast. This lump gradually increased in size 
during the next two weeks, when at her next pre- 
natal visit it was found to be about 3 centimeters in 
diameter. The mass was biopsied the next day. The 
pathologist’s diagnosis was carcinoma, and a few days 
later a radical mastectomy was performed. 

Dr. Friesen: Did the mass have an inflammatory 
appearance ? 

Dr. McGannon: No, it was neither red nor warm. 
Our preoperative diagnosis was fibrocystic disease. 

Dr. Friesen: Certainly a more likely possibility than 
carcinoma in a patient this age. Why was the mastec- 
tomy delayed? 

Dr. McGannon: Because the frozen sections of the 
biopsy specimen did not give conclusive evidence of 
carcinoma, and we and the pathologist agreed to 
wait for the permanent sections to confirm the diag- 
nosis. 

The patient made a good recovery from the opera- 
tion and has remained free of clinical evidence of 
metastases. Her delivery was normal, but it occurred 
about eight weeks prematurely. The baby has done 
well. 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Cancer 
Institute, U. S. Public Health Service, and from the Kansas 
Division of the American Cancer Society. Dr. Fink, formerly 
a trainee of the National Cancer Institute, is presently an 
Instructor in the Department of Pathology and Oncology, 
University of Kansas Medica! Center. 


Dr. Friesen: Dr. Williams, are any metastases vis- 
ible in the x-ray films? 

Dr. Williams: No, chest plates show no skeletal 
or pulmonary lesions, and the lumbar spine and pelvis 
likewise are radiologically normal. 

Dr. Friesen: Dr. Helwig, were metastases found in 
the axillary lymph nodes? 

Dr. Helwig: Yes, 30 nodes were dissected from the 
mastectomy specimen, and 11 of these contained 
tumor. Seven nodes of the 30 comprised the highest 
group, and metastatic deposits were present in all 
seven. The primary tumor was about 4 centimeters in 
diameter; it was poorly demarcated and firm, but not 
so hard as many carcinomas of the breast. Histologic 
sections of the tumor show malformed acini and solid 
nests of enlarged, hyperchromatic gland cells. The 
stroma in some fields is desmoplastic, but at the 
margins of the tumor there is less stromal reaction, 
and the neoplastic cells are extending out into florid, 
highly active, lactating breast tissue (Figure 1). It is 
worth noting that stromal reaction, which can be re- 
garded as a form of host defense against the tumor, 
is almost entirely lacking in the lymph node metas- 
tases. 

Dr. Friesen: Pregnancy; a tumor mass greater than 
2.5 centimeters in diameter; and involvement of the 
highest lymph nodes—these features all indicate a 
bad prognosis, do they not? 


Figure 1. Carcinoma invading lactating breast. (Ap- 
proximately 100x. Tumor on left of photograph. ) 
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Dr. Helwig: Indeed they do, but not a hopeless 
one. The outlook in carcinoma of the breast in preg- 
nancy does not appear to be as black as it has been 
painted. Several years ago, Haagensen and Stout? 
listed pregnancy or lactation as one of their criteria 
of inoperability in carcinoma of the breast; but they 
have withdrawn this opinion since White? in 1954 
published a review of the available literature on the 
subject. He reviewed 724 cases of mammary carci- 
noma beginning during pregnancy or lactation, and 
added to these ten new cases, gleaned over a 30-year 
period from three large hospitals. This condition is 
not a common one, obviously. The surprising finding, 
however, was that 17.1 per cent of these women were 
still alive five years after mastectomy, and 11.4 per 
cent survived ten years or more. Admittedly, these 
figures do not compare well with survival rates for 
breast carcinoma in which pregnancy is not a factor, 
but they do show that concurrent pregnancy or lacta- 
tion does not necessarily make the diagnosis of carci- 
noma of the breast a death sentence. 

Although carcinoma of the breast seems to have an 
inherently worse prognosis when its onset is during 
pregnancy, the survival rate could probably be im- 
proved by quicker surgical intervention once the 
tumor is discovered. The patient often delays treat- 
ment by mistaking the tumor for a part of the swell- 
ing of the breast that occurs normally during preg- 
nancy. White found, in fact, that this delay averaged 
two months. Many of these tumors clinically resemble 
inflammatory lesions, and occasionally they are even 
incised because of a mistaken diagnosis of abscess. 

The question of therapeutic abortion may arise in 
the management of carcinoma of the breast in preg- 
nancy. Sixty of the 734 patients in White’s review 
submitted to abortion, without any appreciable effect 
on the course of their disease. It appears, from the 
standpoint of statistics as well as that of morality, 
that therapeutic abortion for breast cancer is not a 
justifiable procedure. The baby’s chances to be born 
normally and live out his life span outweigh the 
mother’s chances for survival by too wide a margin. 

Incidentally, White’s series also included 208 cases 
of carcinoma of the breast followed, at an interval 
of a year or more, by pregnancy. The five-year sur- 
vival rate in this group was 49 per cent, about the 
same as the overall rate for carcinoma of the breast 
unassociated with pregnancy. In other words, a subse- 
quent pregnancy does not seem to increase the likeli- 
hood of recurrence of the tumor. 

Dr. Friesen: Among surgeons there is a growing 
body of opinion favoring prophylactic castration as 
part of the treatment of mammary cancer in premeno- 
pausal women—that is, castration shortly following 
mastectomy in an attempt to prevent or delay recur- 
rence. For example, Treves,* after studying a series 
of 152 cases so treated, concludes that prophylactic 


castration materially improves the prognosis in young 
women. What was your decision on this phase of the 
problem, Dr. McGannon? 

Dr. McGannon: We thought that castration would 
probably better the patient's chance of survival. We 
decided on the surgical method, and a bilateral 
oophorectemy was accordingly done, about three 
months after the mastectomy. The ovaries showed no 
gross or microscopic lesions. ; 

Dr. Tice: I might add that adequate x-radiation 
is as effective a method of castration as surgical re- 
moval of the ovaries and in some circumstances is 
preferable to an operation. We use a total dose of 
1500 r; this invariably causes permanent cessation of 
menstruation. 

Dr. Friesen: In a recent investigation, Block* and 
his associates found that x-ray and surgical oophorec- 
tomy were equally effective in eliminating the produc- 
tion of estrogen, as measured by the amount of es- 
trogen excreted in the urine, although the results of 
irradiation were slower to appear. 

I believe that the present consensus is that hormone 
therapy for breast cancer, other than oophorectomy, 
is best withheld in the absence of demonstrable metas- 
tases. There are many gaps in our knowledge of the 
interacting influence of various hormones on the 
course of carcinoma of the breast. We can be fairly 
sure that estrogen deprivation will produce a remis- 
sion if the patient is young, but in a given case we 
can’t with confidence predict a good effect from abla- 
tion of the ovaries unless osteolytic metastases are 
present in the skeleton. In such a case increased ex- 
cretion of calcium following administration of stil- 
bestrol indicates that oophorectomy will result in a 
remission. 

Dr. Helwig: This patient, we must admit, has a 
less than average chance of remaining free of her 
tumor. Although a discussion of other types of hor- 
monal therapy, including ablation of other endocrine 
organs and administration of exogenous hormones, is 
not at present germane to this case, it may well be- 
come so in a few months. A major flaw in all such 
treatment is that any induced remissions are only 
temporary, and are followed by reactivation of the 
tumor. I do not think relapses are always due to 
escape of the tumor from hormonal control. Many 
women whose ovarian function has been destroyed 
by menopausal involution, by surgery, or by x-ray, 
will show the effects of estrogen years later in their 
cervica! epithelium, as seen in a Papanicolaou smear, 
which I consider a more reliable index of estrogen 
production than any chemical determination such as 
Block and his group used. This finding suggests that 
in women who have lost their ovaries, some estrogen 
may later be secreted by other organs, probably the 
adrenals. Perhaps this is one reason why adrenalec- 
tomy may cause a second remission in a patient with 
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disseminated mammary carcinoma who has had a 
previous remission induced by castration. Again, a 
resumption of tumor activity, after a period of quies- 
cence following adrenalectomy, may be due to the 
presence of accessory adrenal tissue in sites that have 
escaped the surgeon’s eye: in the walls of the uterine 
tubes, beneath the capsules of liver or kidneys, or 
adjacent to the abdominal aorta. Graham® found 
nodules of accessory adrenal cortex about the origins 
of the celiac and superior mesenteric arteries in 32 per 
cent of a series of routine autopsies, a surprisingly 
large proportion for this single location. 

Dr. Friesen: This problem of accessory adrenal 
tissue must be part of the reason why hypophysectomy 
is gradually supplanting adrenalectomy as the next 
step following castration in the surgical treatment of 
advanced carcinoma of the breast. Adrenalectomy, 
estrogens, androgens, cortisone, hypophysectomy, 
x-ray—any or all of these may prove useful in the 
further management of this patient. 
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Central Repository for Medical Credentials 


The secretary general of the World Medical Asso- 
ciation announces that the services of a Central Re- 
pository for Medical Credentials is now available 
to the doctors of the world. All judicious precautions 
will be exercised to protect the records of depositors. 

During war and national uprisings, medical rec- 
ords are destroyed or lost. The plight of hundreds of 
doctors who fled from their homelands during World 
War II and the more recent Hungarian uprising stim- 
ulated the World Medical Association to undertake 
means assuring the doctor that he will always be 
able to prove himself medically trained and fully ac- 
credited to practice medicine. Today, many doctors 
are working as laborers or research assistants because 
of the loss or destruction of their original credentials 
and the lack of a protective service in which authen- 
ticated copies could be deposited. 
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The development of the Central Repository for 
Medical Credentials has been in process for approx- 
imately four years. During that period, detailed stud- 
ies revealed: (1) the need for and interest of the 
medical profession in this service; (2) the wide 
variations between countries in the legally acceptable 
form of medical credentials in establishing qualifi- 
cation to practice; (3) the best method of identifying 
the individual and his right to the medical creden- 
tials; (4) the lowest feasible service rate to assure 
the life-time utilization of the service for every 
doctor in the world, and (5) techniques of national 
and international processing of the application and 
credentials. 

The life-time cost of the service on a one-payment 
basis to the newly graduated doctor is approximately 
$60 (USA). An actuarial schedule has been estab- 
lished for doctors in various age groups. A ten-year 
service rate is also available. 

Provisions have been effected for the depositor 
to add additional credentials he receives to his file 
in the repository at a minimal service charge. 

The officials of the repository recommend that 
doctors deposit their credentials in a form legally 
acceptable in the country or countries in which they 
would desire to establish themselves as qualified to 
practice medicine. It suggests that the credentials so 
deposited include official medical school record, med- 
ical diploma, and specialist credentials. 

Photostatic or microfilm copies of the original cre- 
dentials are recognized or coming to be recognized in 
an increasing number of countries. However, some 
countries still require authenticated copies of the 
original or the original record itself. It is hoped that 
the medical profession in countries not now recog- 
nizing microfilm copy as legally acceptable will 
undertake the project of having it so recognized. 

Additional information on the repository is avail- 
able from the World Medical Association, 10 Colum- 
bus Circle, New York 19, New York. 


Only eight states in the entire country have one 
psychiatrist for less than 20,000 population, according 
to the publication Patterns of Disease prepared by 
Parke, Davis and Company for the medical profes- 
sion. In a special report on emotional health the pub- 
lication stresses lack of adequate services and facil- 
ities as the number one mental health problem to- 
day. The three states in which the ratio of psychi- 
atrists to the population is highest are, in order, New 
York, Connecticut, and Massachusetts. “The New 
York metropolitan area with less than 10 per cent of 
the population has over 20 per cent of the psychi- 
atrists,’’ Patterns discloses. 
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Economics in Medicine 


Outline of Insurance Factors Affecting Practice 


H. O. ANDERSON, M.D., and CHARLES ROMBOLD, M.D., Wichita 


As practitioners of medicine, your income is de- 
rived partly from some form of insurance, and it is 
important that you should have a working knowledge 
of the various types and how they affect you in your 
practice. Insurance, in some form or another in the 
practice of medicine, is here to stay; and we must co- 
operate and accept it along with the fact that the doc- 
tor-patient relationship has been invaded by a third 
party. This relationship should be understood by all 
involved; you, particularly, should know how you fit 
in this triangle. It is the purpose of this paper to help 
inform you on your obligations to the other two par- 
ties, and to yourself. The patient pays for medical 
protection the same as you and I pay for protection on 
our cars, for which prompt and efficient service is ex- 
pected. It is income to you. 

Before going into the peculiarities of the doctor- 
patient relationship in insurance practice, let us exam- 
ine this relationship in the private case. The private 
patient presents himself to a doctor for examination 
or treatment. The patient has ordered the work and 
assumes responsibility for the bill. The relationship is 
one in which the doctor is a personal servant, and all 
the information gained by the physician is the prop- 
erty of the patient. That is, all information is confi- 
dential and may not be divulged by the doctor to any- 
one, unless the patient gives his written permission. 
Statutory law guarantees this privilege to the patient 
and offers him legal recourse if the doctor defaults in 
his responsibilities. There are only two parties in- 
volved, even though the patient may be in the care of 
a guardian. This is the common concept of doctor- 
patient relationship. Therefore, it is important for the 
doctor to obtain written permission before giving any- 
one a report regarding his findings. 

In determining the application of statutory law of 
privileged communication, the important considera- 
tions are: Who ordered the work? Who is responsi- 
ble? Who is paying the bill? If the patient or his rep- 
resentative does not order the work and does not as- 
sume responsibility for the bill, the statutory law of 
privileged communication does not apply insofar as 
the report to the responsible party is concerned. The 


Prepared in this form by Dr. Anderson for presentation to 
senior students at the University of Kansas School of Medi- 
cine. 
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law still applies regarding reports to anyone other 
than the three parties. 

There are seven kinds of insurance practice, each 
with a somewhat different patient-doctor relationship. 
You must be fairly conversant with these types of 
insurance practices, recognize in which category each 
patient belongs, and conduct your relations accord- 
ingly. 

1. Life Insurance Examinations: This is strictly 
a private patient relationship except that a single third 
party, the insurance company, is entitled to answers 
to specific questions on the blanks. The insurance 
company orders the work and pays the bill, but it is 
entitled only to specified information. Many of you, I 
am sure, have had insurance examinations and know 
that it was limited to filling out specific forms. 

2. Liability Insurance: This provides the pur- 
chaser with protection against claims for damages to 
others, resulting from accidents caused by his negli- 
gence. It is the injured person who provides his own 
medical care, selects his own physician and hospital, 
and is solely responsible for payment of this care. The 
physician employed is responsible only to the patient, 
and all matters relative to the injury are private com- 
munications until the physician is given permission, 
by the patient, to release the information to a specific 
third individual representing the patient or the insur- 
ance representative. 

These are typical automobile claims in which the 
patient is protected by medical coverage other than his 
own. Liability insurance practice has a second phase, 
which is the determination of disability resulting from 
an accident. This is similar to disability for a compen- 
sation case and may be requested of the treating physi- 
cian, or from a physician unrelated to the treatment of 
the case. Information derived from this type of exam- 
ination is the absolute property of the person request- 
ing the examination and is ordered and paid for by 
either the patient or the insurance company. 

Compensation for disabilities arising from an auto- 
mobile accident, if it is a large amount, is often not 
determined by the insurance company until independ- 
ent evaluations by one to three doctors have been 
procured. This is no reflection on the doctor who is 
treating the patient. The company is merely trying to 
arrive at a satisfactory settlement figure for the dis- 
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abled patient. Many times the disability figure arrived 
at is much higher or lower than the figure which was 
originally thought to be accurate by the treating physi- 
cian. 

3. Privately Paid Sick and Accident Insurance: 
This is actually prepaid medical care for illness or in- 
jury unrelated to employment. The patient purchases 
a certain amount of medical care, which is specifically 
defined in the policy. Policies vary greatly in the ex- 
tent of medical care provided, but presumably the pa- 
tient knows what coverage he has purchased. The 
insurance company in almost all cases—with the ex- 
ception of Blue Cross-Blue Shield—pays to the pa- 
tient, and not to the doctor, the amount specified in 
the policy for the specific care provided. 

Some policies have an assignment clause designat- 
ing that the money be paid directly to the doctor. 
This cannot be done, however, unless the patient 
signs this assignment. In this type of insurance prac- 
tice, the doctor is responsible to the patient not only 
for providing the care, but also for proving to the 
insurance company that the care was administered. He 
must look to the patient for payment of his bill. The 
insurance company is not entitled, without the pa- 
tient’s permission, to more information than a diag- 
nosis established and the care given. In this type of 
insurance, the patient definitely orders the work and 
pays the bill. 

I am sure you are all familiar with the various types 
of hospitalization plans. There are numerous ones on 
the market. We in Kansas, however, are partial to the 
Blue Cross-Blue Shield plan since it is sponsored and 
supported by the medical profession and is a non- 
profit organization. 

4. Company or Group Sick and Accident Insur- 
ance: This differs only from private insurance in that 
the employer pays part of the cost of the insurance. 
The relationship of the doctor, the patient, and the 
insurance company remains exactly the same as in pri- 
vately paid insurance policies. The employer is not 
entitled to any information not provided the insurance 
company. 

5. Benefit Insurance: This provides assurance to 
the person holding such a policy that a specific finan- 
cial obligation will be fulfilled. If one purchases a 
home or automobile, etc., on time payments, he may 
also take out a benefit policy, which assures that pay- 
ments will be made by the insurance company if ill- 
ness or death prevents completion of the purchase. 
Your responsibility as a doctor in this situation is to 
supply proof to the insurance company that the pa- 
tient is actually disabled and incapable of working 
to meet the payments. In this case the patient must, 
and of course will, give permission to divulge this in- 
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formation. The above is a common occurrence, espe- 
cially in car or house payments, and you will be asked 
frequently to fill out a disability form so that these 
car and house payments will be met on schedule. 

6. Disability Insurance: This insurance is what its 
name implies. Here again the doctor's responsibility 
is to his patient, and only proof of disability is trans- 
ferable information. Relationship to the insurance 
company is the same as in the previously listed types 
of insurance. For example, if you are carrying disabil- 
ity insurance and are injured, you would expect to be 
compensated for your lost time. 

Each of the above types of insurance practice is 
essentially private practice. I shall list them again for 
you. 

. Life insurance examination 

. Liability insurance, treatment and examination 
. Sick and accident insurance 

. Group sick and accident insurance 

. Benefit insurance 

. Disability insurance 

Any information to the insurance company must be 
released only with the patient’s written consent. A safe 
measure to take is to require routinely the signed per- 
mission of your patient. Many insurance forms or 
inquiries are automatically accompanied by this con- 
sent, previously obtained by the insurance company 
for your protection; if the insurance company has not 
supplied this consent, you must obtain it. The one 
form of insurance practice in which it is unnecessary 
to obtain permission from the patient to release in- 
formation is industrial compensation insurance prac- 
tice. This is the seventh type of insurance practice. 
It is the type with which you will be confronted most 
frequently, I am sure. 

7. Industrial and Compensation Insurance: This 
provides medical care for accidents or disease arising 
from employment. I wish to refer you to the Work- 
men’s Compensation Law Manual. The most recent 
was compiled September 1, 1955. I would suggest 
you each procure one. It completely outlines the law, 
medical examination, the forms, how they are to be 
filled out, and a complete fee schedule. It can be pro- 
cured through the office of the Workmen’s Compensa- 
tion Commissioner, 501 Jackson Street, Topeka, Kan- 
sas, free of charge. 

Under compensation insurance, the patient is not 
responsible for payment of the doctor’s bill, but the 
employer or his insurance company is responsible. 
Usually the employer, and not the patient, engages 
the doctor's services; thus the doctor is responsible to 
the employer for the quality and quantity of medical 
care provided. The doctor becomes, in effect, an em- 
ployee of the company and is responsible to the com- 
pany for information concerning the injured em- 
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ployee. There are no privileged communications in 
this relationship. 

Because compensation law reimburses the employee 
for any permanent damage to his earning capacity re- 
sulting from the hazard of his employment, there is 
a second phase after treatment. Determination of the 
degree of permanent disability must be established. 
This percentage of disability must be established by 
the treating physician, but often the employer or the 
employee may request an opinion from an additional 
physician who has never treated the employee. This 
is a disability rating examination and, until recently, 
was privileged communication for whoever requested 
the examining physician's services. The law now pro- 
vides that the employee may have a copy of this spe- 
cial examination if he requests it, even though it is 
ordered by the insurance company. Also, by ruling of 
the commissioner, this must be supplied to the em- 
ployee without charge by the doctor. 

In all Workmen’s Compensation cases under treat- 
ment, a Form G is filled out in triplicate after the first 
examination and after the last examination. These 
must be filled out accurately and promptly. During the 
course of treatment, progress reports are frequently 
requested by the insurance company. These are narra- 
tive in form and usually short. After a patient has 
recovered, or requires no further medical care, a final 
examination and report may be requested by the in- 
surance company. This is also presented in narrative 
form, essentially the same as a special report. On this 
you will make your final disposition, estimate dis- 
ability, and answer any specific questions relative to 
follow-up care of the patient. You will be compen- 
sated according to the fee schedule, which is set up 
by the state of Kansas. 

Regardless of the type of report, it is advisable to 
make a carbon copy for your records. In compensation 
cases it is further advised that two copies be filed, in 
anticipation of a request for a copy by the patient. In- 
surance companies usually request that three copies be 
forwarded to them. This entails considerable paper 
work and extra help, but if you are doing general prac- 
tice, or any type of specialty practice, you will be im- 
mediately confronted with this insurance problem. 

Fees for the ordinary private practice or liability 
cases are, of course, up to the doctor. In compensation 
cases, however, all fees are set by the commissioner. 
Familiarize yourself with this list of fees in the 
Workmen's Compensation Manual. According to the 
Workmen’s Compensation Law, the employer, 
through his insurance carrier, is responsible for care of 
the injured employee up to an expense of $2,500. 
This includes doctor and hospital bills, ambulance ex- 
pense, private nurse bills, drugs, prostheses, and any 


other expenses incurred in the care of the injured 
workman. If total expenses exceed $2,500, the insur- 
ance company may prorate this sum to all of the bills, 
and not spend a cent more for medical care. 

Many compensation cases end in court because of 
a disagreement in disability evaluations. Therefore, it 
is extremely important that you, as a treating physi- 
cian, have a complete and accurate record of all events 
regarding any particular case. 

While you are treating the workman during his 
period of disability, he will be compensated. This 
varies to a certain extent with the type of work he 
is doing, but it averages approximately $32 per week. 
When the patient has been dismissed, and it is for you 
to determine his disability, the Manual will again be 
of great help in figuring out this disability. There are 
certain definitely described injuries for which definite 
compensation amounts are allowed. For example, the 
loss of a hand will pay 60 per cent of the average 
weekly wages during 150 weeks. This is the law. The 
same applies to other scheduled injuries. 

Disability is estimated from loss of function alone 
which includes range, power, sensation, and deformi- 
ty. This figure you will have to estimate. It is at this 
time that the employer, or the employee, may request 
an impartial examination by one or two other doctors 
to determine a satisfactory figure. However, final de- 
termination of disability rests with the commissioner. 
He will determine the award. We, as physicians, mere- 
ly act as fact finders and present our own personal 
opinions. 

Much of the previous material was obtained from a 
paper given a few years ago by my associate, Dr. 
Charles Rombold, to whom I must give credit for go- 
ing into this so completely. I was unable to find any 
specified material which so thoroughly listed the vari- 
ous types of insurance. As related to the practice of 
medicine, insurance is complicated, but it is extremely 
important that you be familiar with these procedures 
in order to maintain, as nearly as possible, your nor- 
mal doctor-patient relationship. 

We think of the old family physician with his doc- 
tor-patient relationship confined to two people. Now 
we have a third party in the picture. We must accept 
it and cooperate, because we cannot change it. 


New Mexico, Utah, and North and South Carolina 
have the lowest death rate from cancer in the coun- 
try, according to the publication Patterns of Disease, 
prepared by Parke, Davis and Company for the med- 
ical profession. The northeastern states rank highest 
in the national pattern of cancer deaths, with Massa- 
chusetts heading the list. 
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Myocardial Ischemia 


Critical Assessment of Surgical Treatment 


F. P. COSSMAN, M.D., Kansas City 


Coronary artery disease is one of the main killers. 
Like other diseases, hypertension and cancer, the eti- 
ology is unknown, but it has been recognized as a 
disease since antiquity. Only in the last few years has 
a serious attempt been made to determine its cause.” 
The only certain etiologic factor is heredity, but the 
most discussed and debated theory is concerned with 
distorted metabolism, particularly involving choles- 
terol.3 

Men are affected more than women, in the ratio 
of four to one. This fact might lead to a consider- 
ation of possible hormonal factors. Men are affected 
from 18 years on, but the incidence is greatest in 
middle life. 

Many are inclined to think of coronary artery dis- 
ease as being manifested mainly by coronary artery 
thrombosis with resulting myocardial infarction, but 
death occurs in over 50 per cent without the formation 
of coronary thrombi, although in 80 per cent of these 
there is complete or almost complete occlusion of one 
or more arteries by sclerotic plaques. Even with a fresh 
thrombus many die suddenly without evidence of 
myocardial infarcts. Sudden death occurs in more 
than 50 per cent of cases. Younger men are more 
prone to sudden death, the incidence being as high 
as 80 per cent in those under 40.4 

Coronary occlusion, myocardial infarction, angina 
pectoris, and acute coronary insufficiency are all es- 
sentially mainfestations of the same underlying proc- 
ess—arteriosclerosis affecting the coronary arterial 
system. Like arteriosclerosis elsewhere, it may be part 
of a generalized process involving all of the arteries 
of the body in approximately equal degree, or it may 
be so much more advanced and progressive in the 
coronary arteries than elsewhere as to seem to be an 
isolated process.5 

One may consider coronary arteriosclerosis to be 
essentially an occlusive process in which the lumina 
of the large and of the medium-sized coronary ar- 
teries are progressively diminished by subintimal 
thickening of the vessel walls.® Plaques of subintimal 
cholesterol deposition or of actual erosion may be 


This is one of a group of theses written by fourth year 
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seen predisposing to the development of thrombosis 
with complete obliteration of the lumen. Since the 
muscle-bearing moderate-sized branches of the cor- 
onary arteries are functionally similar to end arteries 
for a given area of the heart, the segments of myo- 
cardium normally supplied by each of these vessels 
may become infarcted unless sufficient collateral chan- 
nels have become established or have opened up to 
maintain nourishment of the myocardium. Schlesinger 
and Zoll? have shown that only the larger and me- 
dium-sized branches of the coronary arteries are af- 
fected by the occlusive process. 

Effective treatment for the patient with coronary 
artery disease must achieve four cardinal aims: (1) 
prolong life, (2) reduce invalidism and disability, 
(3) relieve pain and discomfort, and (4) maintain 
productivity and well-being.8 Obviously, the ultimate 
solution is that of prevention of the occlusive process 
in the coronary arteries. Until this can be achieved, 
the patient with coronary artery disease must be given 
the benefit of any procedure which safely and effect- 
ively accomplishes the four aims. Standard medical 
therapy which always includes some degree of re- 
stricted activity may achieve the third aim at the 
expense of the second and fourth, with only question- 
able influence on the first. It may be demonstrated 
that surgical operation is a practical method for 
achieving all four aims. 


Background 


In 1889, Francois Franck® first proposed sympa- 
thectomy as surgical treatment for angina pectoris. It 
was not until 1916, however, that Jonnesco!® ac- 
ually operated on a patient with syphilitic aortitis 
and angina by sympathectomy and obtained complete 
relief of pain. This procedure consisted of bilateral 
extirpation of the cervical sympathetic chain and the 
removal of both first dorsal ganglia. Although con- 
trol of pain by this means is at times dramatic, it is 
not consistent. According to Harken’! the mortality 
of 50 per cent in a 21-year period after operation 
suggests that the progress of the primary disease had 
not been significantly altered. 

The work of Beck!” is pre-eminent among direct 
attempts to improve the myocardial blood supply. His 
early efforts were directed toward development of vas- 
cular adhesions as a source of extrinsic coronary cir- 
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culation. In 1935 he used a pectoralis major muscle 
graft as the proposed source of new vessels with bone 
dust applied as an irritant after mechanical abrasion 
of the epicardium. 

Similarly, O’Shaughnessy!* in 1936 used alleuronat 
paste as an irritating substance and omentum as the 
source of external collateral vascular supply. Lezius'+ 
in 1937 suggested lung as the source of vasculariza- 
tion. Various modifications of these basic recommen- 
dations have been described. Outstanding among these 
has been the work of Thompson? using talc or mag- 
nesium silicate as an irritating substance. 

All of the above authors reported a striking similar 
mortality in dogs (about 70 per cent from ligation 
of the anterior descending coronary artery in the un- 
protected dog). Fauteux!® reaffirmed this and then 
reported a salvage rate of 75 per cent in dogs after 
ligating the great cardiac vein. He modified this 
operation in 1946 by combining pericoronary neu- 
rectomy, and he felt that this had further protective 
effect. 

Since 1946 Vineberg!? has ingeniously employed 
the left internal mammary artery as a source of 
arterial blood for the ventricular myocardium. He 
has implanted the internal mammary artery in the 
wall of the left ventricle and is convinced from in- 
jected and cleared specimens that new vessels branch 
out and communicate with the existing coronary ar- 
terial tree. This concept has had experimental support 
and has relieved pain in human beings. 

In 1948 Beck?8 first reported arterialization of the 
veins by producing an arterial shunt from aorta to 
the coronary sinus. In a second operation, he ligated 
the coronary sinus between its termination in the right 
atrium and the anastomosis in order to effect com- 
plete reversal of flow through the coronary veins. 
Once again a survival rate of approximately 75 per 
cent of animals, following anterior descending coro- 
nary artery ligation, was reported as well as a reduc- 
tion in the size of the infarct produced. Also in hu- 
mans suffering from angina, pain has been relieved by 
this procedure.!® 

Over and over for the past 20 years, investigators”° 
have ligated the anterior descending coronary artery 
in dogs and have found that approximately 70 per 
cent of the normal “unprotected” dogs have died. 
With this base line, a wide variety of surgical pro- 
cedures has been carried out on experimental animals 
to bring about ‘‘protection” against this fairly con- 
stant control mortality. The investigations have been 
associated with rather surprisingly uniform success. 
It is a remarkable fact that approximately 75 per cent 
of animals have survived ligation of the anterior de- 
scending coronary artery regardless of which of the 
diverse procedures was employed.?! 

Recently, an Italian group discussed a new and 


simple technique for revascularization of the heart 
in coronary artery disease. It has been proposed that 
ligation of the internal mammary arteries distal to 
the branch of the pericardiophrenic artery and the 
other branches which supply the pericardium im- 
proves the myocardial blood supply. At this date it 
is too early to evaluate results of these experiments. 


Surgical Procedures to Increase 
Coronary Circulation 


1. Surface of Ventricles 

a. Grafts. The first method attempted was to bring 
arterial blood to the surface of the ventricles.?? This 
has been accomplished by means of grafts, such as 
pectoral muscle, omentum, lung, and skin. In these 
procedures, the graft is sutured to the surface of the 
left ventricle. It was hoped that new blood vessels 
would grow from the graft into the ventricular myo- 
cardium and thereby supply it with fresh arterial 
blood. 

According to Beck,®* the problem of producing 
a new blood supply to the heart resolves itself into 
two components: (1) to provide a vascular bed from 
which blood vessels could grow directly into the myo- 
cardium, (2) to reduce circulation in the myocardium, 
so that collateral circulation in the adhesions might de- 
velop. This study, begun in 1932, was based on 103 
dogs. Attempts were made to produce collateral cir- 
culation to the heart by experimental operations in 
which pedicled grafts of muscle were used together 
with pericardial and mediastinal fat for the vascular 
bed. Experiments showed that a collateral blood sup- 
ply to the heart of dogs develops following operation. 
The circulatory bed thus supplied does not interfere 
with the filling and emptying of the heart. This vas- 
cular bed distributes blood supply to the myocardium 
and experimentally becomes a mechanism which per- 
mits compensation that protects a faltering heart from 
stopping. 

It was concluded that when a collateral vascular 
bed is supplied to the dog’s heart, as was done in 
these experiments, the coronary arteries can be com- 
pletely occluded without producing infarction or 
fibrosis of the myocardium. Recovery in dogs was 
obtained with total occlusion of the circumflex branch 
of the left coronary artery. In one dog recovery oc- 
curred after complete occlusion of the right coronary 
artery, complete occlusion of the ramus descendens at 
the bifurcation of the left coronary artery, and almost 
complete occlusion of the circumflex branch of the 
left coronary artery. 

In 1935 Beck?* reported on a case in which this 
type of collateral circulation was given to a patient by 
means of the operative procedure. The patient claimed 
that he was greatly benefited 31 months following 
operation. 


| 
| 


416 


O’Shaughnessy® in 1936 devised a way to increase 
the efficiency of the extra-cardial anastomoses. This 
procedure used a pedicled omental graft brought up 
into the chest through the diaphragm, using a tho- 
racic approach to secure the omentum. The operation 
was done on 14 cats and 2 dogs, and although some 
of the animals had been previously subjected to liga- 
tion of the coronary artery, in no case was any imme- 
diate postoperative distress observed. After injections 
of Indian ink suspension into the heart through the 
graft, particles of ink could be seen emerging from 
the cut aorta. In some of the sections vessels filled 
with ink were seen lying immediately beneath the 
endocardium, and particles of the suspension were 
seen lying free in the chambers of the heart. 

As demonstrated on animals, the graft operated in 
several ways. Not only is a new blood supply brought 
into direct relationship with the ischemic areas and 
with the coronary tree, but the normal collaterals in 
the mediastinum are both reinforced and given access 
to the ischemic heart. The second function of the 
graft appeared more important in man than the ani- 
mal, for the vessels surrounding the pericardium seem 
larger than normal. A third function of the graft is 
its ““bridge’’ action in supplementing the natural anas- 
tomosis between the right and left coronary arteries. 

In 1937 Lezius?® grafted the surface of the lung to 
the myocardium by suture in dogs, and, in addition, 
used a 30 per cent solution of flavine to stimulate the 
formation of adhesions. This method in animals has 
resulted in formation of adhesions between the graft 
and the myocardium which contained blood vessels 
sufficient in size and number to serve effectively as a 
source of collateral circulation to the heart. 

In 1949 Carter?? advocated cardiopneumonopexy 
by which this procedure brings collaterals to the myo- 
cardium via the lung and pleura. Comparison of 
specimens obtained from dogs in which ligation of 
the anterior descending branch of the left coronary 
artery had been performed after cardiopneumonopexy 
with those from dogs in which ligation alone was done 
revealed less extensive infarcts and a lower mortality 
in the protected series. Wheareas the mortality in the 
protected series was 20 per cent, in those animals 
with simple ligation it was 48 per cent. Severe infarc- 
tion occurred in 75 per cent of animals with simple 
ligation, but in only 23 per cent in animals with liga- 
tion subsequent to cardiopneumonopexy. Smith?8 has 
reaffirmed that collateral circulation adequate to main- 
tain the myocardium in face of sudden coronary oc- 
clusion was developed by cardiopneumonopexy. In 
1955 Smith?® reported on a series of eight patients 
in whom cardiopneumonopexy was performed. None 
had anginal pain following operation ; all reported ex- 
ercise capabilities tremendously extended. 

Moran*® has suggested tubed pedicled skin grafts 
to the ventricular myocardium from his experimental 
studies, since pedicled grafts of the skin and subcuta- 
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neous tissue serve their usual purpose by providing 
structural material for the restoration of substance to 
regions of the body mutilated as a result of injury. 

Newmann,*! in his experimental work in 1952, re- 
ported that the presence of a pedicled graft passing 
through the chest wall, pleural space, and pericardial 
cavity was borne without ill effect in 25 of 28 dogs. 
This was not associated with any clinically evident 
undesirable effect upon their cardiac function. 

That generously-sized anastomoses developed be- 
tween the extremity of the pedicled graft and the myo- 
catrdium was demonstrated in two ways: (1) When 
the thoracic pedicle of a graft was divided at the level 
of the chest wall, blood spurted freely from the cut 
surface of the portion of the graft applied to the 
myocardium, and then during a two-week period of 
observation, the graft, nourished only from the myo- 
cardium, retained its viability; (2) When the heart 
was subjected to sudden ligation of the descending 
branch of the left coronary artery at a second oper- 
ation a month after application of the graft to the 
myocardium, no fatality was experienced in any of 
six animals. 

Contrary to this, Von Wedel** found in work with 
pedicled skin flap in the experimental animal that 
the extracoronary source of blood was not respon- 
sible for survival of the experimental animal follow- 
ing occlusion of the coronary arterial supply; and the 
findings indicate the extent to which the normal heart 
is capable of protecting its blood supply, following 
slow occlusion. 

b. Cardio pericardiopexy. Another method of bring- 
ing fresh blood to the ventricular surface is by the 
creation of granuloma between the parietal and vis- 
ceral pericardium.** The rationale of cardiopericar- 
diopexy is to convert the ischemic myocardium into a 
relatively hyperemic myocardium.*> This is accom- 
plished by distributing a foreign body such as talc, 
asbestos, or bone over the surface of the epicardium. 
The powder is irritating and produces a foreign body 
reaction involving the surface of the pericardium, 
terminating in a vascularized, chronic, adhesive granu- 
lomatous pericarditis. This function is evidently a 
ceaseless activity. The lesion is constantly character- 
ized by hyperemia and, presumably, by accelerated 
flow of blood through newly formed and pre-existing 
dilated vascular channels in the chronic, adhesive 
granulomatous pericarditis.*® 

This procedure was first attempted by Beck*7.38 
using a burr, beef bone, and finally asbestos powder. 
The Beck I operation®® as now practiced consists of 
four components: (1) mechanical abrasion of the 
lining of the parietal pericardium and the surface 
of the heart; (2) application of an inflammatory 
agent to these surfaces in the form of 0.2 gm. of 
powdered asbestos; (3) partial occlusion of the coro- 
nary sinus to a diameter of 3 mm.; and (4) grafting 
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parietal pericardium and mediastinal fat to the sur- 
face of the heart. 

It is stated that each procedure contributes some- 
thing to the beneficial effect of the operation. The 
inflammatory reaction produced by abrasion and asbes- 
tos produces intercoronary channels. Partial occlusion 
of the coronary sinus provides more complete extrac- 
tion of oxygen from the blood, reduces oxygen differ- 
entials in the presence of coronary occlusion, and pro- 
duces intercoronary channels. Sinus occlusion is not 
beneficial in the presence of normal coronary arteries, 
since it reduces arterial inflow, but it is beneficial in 
the presence of occlusion.*° The grafting of tissues 
on the heart may bring additional blood to the heart. 

This operation has been well tested in the experi- 
mental laboratory.41 The protection of the Beck I 
operation in terms of mortality and size of the infarct 
has been reported.*® 43, 44,45 In normal dogs the 
mortality following complete ligation of the descend- 
ing ramus of the left coronary artery at its orgin in 
one step was 70 per cent. In 30 dogs in which the 
operation was done preceding identical artery liga- 
tion, the morality was 26.6 per cent.4® This is a re- 
duction of 43.4 per cent produced by the operation. 
The hearts in each group that survived the test artery 
ligation were examined, and the size of the infarct 
was measured. In hearts that were protected by oper- 
ation the infarct was 60 to 70 per cent smaller than in 
the control group. In some of the specimens from 
animals having had the Beck I operation there was 
no gross infarct. 

The Mautz-Gregg*? method of backflow yields 
important information and was used in many experi- 
ments. This method consists of ligation of either the 
circumflex ramus or the descending ramus of the left 
common coronaty artery. One of these vessels is ligated 
proximally and cut distal to the ligature. The amount 
of blood flowing from the distal end of the cut artery 
is the backflow. Recent measurements obtained by 
Leighninger* and Beck*® are presented. In 67 normal 
dogs the average backflow was 3.8 cc. per minute. 
After the No. 1 operation was done the backflow in 41 
dogs one year after operation was 8.5 cc. per minute, 
or an increase of 4.7 cc. The improvement is probably 
permanent. 

Of the 56 patients operated on at Mount Sinai Hos- 
pital © from 1954 to 1956, there were three deaths 
associated with the operation (mortality of 5.4 per 
cent.) All three patients were “salvage patients,” poor 
operative risks in whom not much benefit was ex- 
pected. As of October 1955, the first 44 patients 
discharged from the hospital had been followed for 
periods of 10 to 38 months. Of these 44, only two 
were known to be dead, and one could not be traced. 
All three of these were salvage cases ; of these first two 
one died in seven months, the other 12 months after 
operation. Both showed some degree of improvement 
before death. ‘ 
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This long term mortality of 6.8 per cent compares 
favorably with control mortality statistics in a similar 
group of patients on medical treatment from which 
group a mortality of 25 per cent would be predicted 
for this time span. In these 44 patients the duration 
of symptoms of coronary artery disease ranged from 
4 months to 13 years with an average of 2.9 years. 
Angina of various degrees of severity was present in 
41. In 36, one or more myocardial infarctions had been 
proved clinically. In less than 15 per cent of this group 
there had been evidence of further muscle destruction 
even after three years of electrocardiographic evalu- 
ation. Of the 41 patients known to be alive, previous 
to operation 16 had been able to work full time or 
more than half-time despite pain. The other 25 worked 
less than half-time or not at all. The results are tabu- 
lated below. 


Pain Ability to Work 
No pain ¢..... 16 36.5% Full time . 27 61 % 
Much less pain 22 50 % More work 10 23 % 
No change ... 3 6.7% Nobetter. 4 9.3% 
3 6.7% Dead .... 3 67% 


Heinbecker®! in 1939 developed a procedure con- 
sisting of the production of a sterile, adhesive, but 
non-constrictive type of pericarditis and the suturing 
of the pericardium to the retrosternal tissues in which 
the intercostal and the internal mammary arteries 
course. Dogs were used as experimental animals. 
Sodium morrhuate and powdered aleurronat were 
injected into the pericardium; the parietal pericar- 
dium was then sewed to the retrosternal tissues. It was 
shown by this method that it is possible with safety to 
develop a vascular bed which would serve to supply 
a rich collateral circulation to the myocardium of the 
experimental animal. 

Schildt®? in 1943 reported on the effect of various 
inflammatory agents applied to the surface of the 
heart. He stated that the most desirable substance 
appeared to be one that produces a well-vascularized 
type of granulation tissue without producing necrosis 
of the myocardium, severe exudation, and cicatriza- 
tion. On the basis of these experiments it appeared 
that silicate in the form of powdered asbestos pro- 
duced the most favorable reaction. The inflammatory 
reaction brought about by asbestos is well-vascular- 
ized; it does not produce compression of the heart 
due to the formation of scar tissue, and the inflamma- 
tory reaction persists over a period of several months. 
It has been shown that it reduces the mortality follow- 
ing ligation of a coronary artery and that it reduces 
the size of the infarct that develops after a coronary 
artery has been ligated. 

Thompson®’ in 1953 reported that after the intro- 
duction of magnesium silicate inside the pericardial 
sac, an acute inflammatory reaction takes place that 
involves all of the structures in the mediastinum, in- 
cluding the pleura, pericardium, epicardium, and ad- 
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jacent myocardium, the esophagus, and lungs. One of 
the characteristics of this acute reaction is the marked 
hyperemia of the myocardium that occurs within a 
few hours. As a result of this reaction and the hypere- 
mia, there is a dilatation of the anastomosing blood 
vessels that are already present between the main 
coronaty arteries and a stimulation in the formation of 
new intercoronary channels. As the acute reaction 
subsides, it is followed by a chronic reaction, a foreign 
body granuloma that develops on the surface of the 
myocardium ; this is characterized by hyperemia and 
increased vascularity. This chronic inflammatory reac- 
tion may last for many years. 

The hyperemia of the myocardium is further en- 
hanced by the free communication of new blood ves- 
sels between the mediastinal structures and the adher- 
ent pericardium and myocardium. If the necessary 
length of time is given, or a sufficient stimulus exists, 
the rate at which these new collaterals are formed may 
become equal to the rate of occlusion produced by the 
disease process. Thompson believes that the irritation 
and hyperemia of the talc reaction is a sufficient stim- 
ulus to the myocardium for the development of new 
interarterial communications. Even though the hypere- 
mia of the acute reaction subsides, and some of the 
immediate stimulus is thereby withdrawn, the in- 
creased collateral formation, once it is started, may 
continue to form and function for an indefinite period 
of time. 

Thompson™ reports that his procedure for cardi- 
opericardiopexy is a simple one performed in one 
stage in 30 minutes or less. No exceptionally vascular 
or heavy muscular planes need to be transected; and 
no intricate, time-consuming anastomotic procedures 
are a part of the procedure. Shock originating from 
excessive manipulation of vital organs and vessels, 
prolonged surgical exposure, or grave blood loss is 
a problem never encountered. 

In 1953 he reported on a series of patients in whom 
the Thompson®® procedure of operation was per- 
formed. The total number of operations was 57. 
Deaths attributed to the operation and all hospital 
deaths after the operation numbered 7, giving an 
operative and hospital mortality of slightly more than 
12 per cent. 

The 50 remaining patients were followed to the 
time of the report or their death. Five, or 10 per cent, 
received less than 50 per cent improvement and were 
classed as poor results. The remaining 45 patients, or 
90 per cent, received more than 50 per cent improve- 
ment. Twenty of these patients, or 40 per cent, re- 
ceived more than 75 per cent improvement as meas- 
ured by four tests and were classed as markedly 
improved. The four tests which Thompson** uses to 
determine postoperative benefits are: (1) decrease in 
amount of anginal pain, (2) increase in exercise 
tolerance, (3) improved ability to attend to daily 
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needs, and (4) a return to former or a more gainful 
occupation. 

Thompson stated that some patients in the marked- 
ly improved group were subjectively normal and had 
no angina and no decrease in exercise tolerance. Ac- 
cording to the author, his operation had produced 
satisfactory results which could not be duplicated by 
other measures for a group of patients who were 
medical failures and almost all of whom were com- 
pletely incapacitated. 

Gorelik,*? in a series of 36 patients, reported results 
similar to those of Thompson. The results of opera- 
tion on 36 patients were gauged by effect on exercise 
tolerance, severity and frequency of anginal pain, and 
ability to return to work. On this basis the results were 
classified as excellent in 14 patients and good in 12 
patients. The immediate mortality rate in the 36 cases 
was 5.5 per cent, which the author states is surprising- 
ly low in view of the fact that most of the patients 
who survived the operation were able to resume 
normal or almost normal physical activities with no or 
minimal disability. This was true in the group of pa- 
tients with severe coronary disease who were com- 
pletely disabled by anginal pain or heart failure for 
a long period prior to the operation. 

Plachta®8 reported on a series of 57 patients who 
were operated upon by means of cardiopericardiopexy 
between November 1938 to July 1952. A study was 
made of the cases to determine the degree of relief 
and improvement which had occurred and also to de- 
termine the length of life following operation. Seven 
of the patients died within three weeks after surgery. 
Of the remaining patients, four, or 10 per cent, were 
improved less than 50 per cent, and 20 were con- 
sidered as having poor results; 25 patients were im- 
proved more than 50 per cent, and 20 patients were 
improved more than 75 per cent. Thirty-three of the 
patients were still living at the time of the report, and 
the 17 who died lived an average of five years after 
pericardiopexy. 

Furthermore, Plachta’s investigations disclose the 
nature, development, and behavior of the talc-pro- 
duced granulomatous pericarditis and its vasculariza- 
tion following cardiopexy. The talc serves as a trigger 
device, irritating the pericardial membranes and 
initiating vasodilatation. The lesion is constantly char- 
acterized by hyperemia and, presumably, by accelerat- 
ed flow of blood through newly formed and pre- 
existing dilated vascular channels in the chronic peri- 
carditis, which was found to have persisted at least 10 
years following operation. 

In 1955 Briggs and Byron®® reported on their ex- 
perience with cardiopexy with eight patients in two 
years. Within this group there were three good results, 
two apparently good results—three months since 
surgery—and three deaths. Of the deaths, only one 
was during the operation, the remaining two were 
late, one six months after operation and the other 14 
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months. The late deaths were due to coronary infarc- 
tion in poor risk patients, but both patients were im- 
proved up until the time of death. 


2. Cardiac Vein Ligation 


Fauteux® in 1940 suggested that there was consid- 
erable evidence, both experimental and from necropsy 
observation, that the myocardial ischemia of coronary 
disease has as its chief danger the unbalanced distri- 
bution of blood flow through the coronary arteries, 
rather than decrease in the total blood volume to the 
muscle. When the heart succeeds in overcoming by 
itself the ill effects of coronary narrowing or oc- 
clusion, it is not so much through acquiring additional 
blood from collateral sources outside the heart as 
through readjustment of its own coronary circulation. 
Therefore, any surgical procedure designed to correct 
this unbalanced flow would seem both logical and jus- 
tified. 

Experiments on dogs are described in which were 
performed: (1) partial coronary arteriectomy of the 
ramus descendens; (2) partial coronary arteriectomy 
of the same arterial trunk combined with ligation of 
the vena magna cordis. When partial resection of the 
ramus descendens at a high level was done, a high 
mortality resulted. When the same procedure was 
carried out after venous ligation, all dogs, apart from 
those dying of operative complications, remained 
healthy for over a year. It was concluded that vena 
magna cordis ligation in occlusion of the left ramus 
descendens helps to maintain adequate coronary cir- 
culation after partial coronary arteriectomy. There is 
of course no indication that ligation of the vein is 
likely to prevent thrombosis from occurring in an 
atheromatous but still patent coronary artery; but it 
was suggested by the experimental evidence that 
previous ligation will, by bringing about changes in 
the vascular bed, prevent the formation, or at least 
limit the size, of an infarct when the coronary artery 
is later tied off, and will under these circumstances 
prevent sudden death. 

Siderys and Shumacker*! observed that animals 
subjected to the operative control of simple pericar- 
diotomy did as well following interruption of the 
anterior descending branch of the coronary artery as 
did animals subjected to ligation of the great cardiac 
vein. In the former the mortality was 60 per cent and 
in the latter 75 per cent. 


3. Arterialization of the Coronary Venous System 


A completely new approach to the problem was de- 
vised by Beck®? who anastomosed the aorta to the 
coronary sinus by a vein graft. By this method fresh 
arterial blood is sent into the coronary sinus along 
the coronary veins. After anastomosis is made, it is 
possible to ligate a major coronary artery with little or 
no mortality and with little or no infarction. The first 
stage of the operation provides a fistula from aorta 


through the graft and into the coronary sinus. Most 
of the blood escapes into the right auricle. The flow 
is rapid, as in an arteriovenous fistula elsewhere. In 
several patients with coronary artery disease,®* pink 
blood could be seen in the veins on the posterior 
aspect of the heart at the first stage of the operation. 
This pinking of the venous system became more ex- 
tensive if the sinus were occluded temporarily. Three 
weeks following the first stage of the operation, a 
ligature was put on the sinus where the blood leaves 
the heart into the auricle, so that it did not run out 
of the fistula. Some of it remained within the venous 
system of the myocardium and in that way benefited 
the heart. 

This operation, according to Beck,® is beneficial in 
3 ways: (1) It actually produces retrograde flow 
from the aorta through the graft, through the venous 
system in the heart, and through the capillary bed 
where it gives up its oxygen; (2) Intercoronary chan- 
nels are created in the heart, communications from 
one coronary artery to another, and (3) Blood is de- 
livered in that extremely rich venous network on the 
venous side of the capillary bed, and oxygen can 
diffuse from these small veins and become available 
to the myocardium without actually going through the 
capillary bed. In 1948 Beck® and his associates re- 
ported that the introduction of arterial blood into the 
coronary sinus protected the dog’s heart to a high de- 
gree against occlusion of a major coronary artery. 

McAllister®* in his work with dogs has shown that 
in 47 consecutive cases there was no mortality and 
the grafts remained open in 65 per cent of the cases. 
The procedure of arterialization of the coronary sinus 
alone furnished some protection to the heart against 
occlusion of a major coronary artery. If, at a second 
stage, the coronary sinus is partially occluded to 3 
mm. diameter, there is no further mortality nor does 
it cause the grafts to become thrombosed. On the 
other hand, this two-stage procedure protected 12 of 
13 dogs’ hearts against occlusion at the origin of the 
anterior descending branch of the left coronary artery. 

The physiologic explanation®’: of the protection 
to the heart afforded by coronary sinus arterialization 
is believed to be threefold: (1) The myocardial 
capillary bed is perfused in retrograde fashion with 
arterial blood, (2) The myocardium is capable of 
extracting oxygen from the blood supplied to it in 
retrograde fashion, and (3) There is a significant 
increase in the blood flow occurring via intercoronary 
arterial anastomoses. Both anatomic and physiologic 
evidence bears out the assumption that arterialization 
of the sinus in time brings about a progressive and 
great dilatation of the normally minute existing inter- 
coronary communications. Extracardiac anastomoses 
between the coronary vessels and adjacent structures 
also become established and functioning. 

Hahn and Beck’ ligated the descending ramus of 
the left coronary artery in normal and in sinus-arterial- 
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ized animals with the results of a 70 per cent mortality 
following left anterior descending ligation in the 
normal dogs, and the myocardial infarcts were ex- 
tensive in those surviving ligation. In sinus-arterial- 
ized dogs the mortality fell to 11 per cent. In these 
dogs a gross infarct was absent in more than one-half 
of the specimens, and in the remaining ones the myo- 
cardial destruction was limited to small areas. 

Eckstein and co-workers,*!: 7? in experiments on 
acutely prepared sinus-arterialized animals, demon- 
strated an immediate protection to the heart against 
ventricular fibrillation following circumflex coronary 
artery ligation. In those experiments the animal was 
deemed a survival if it lived for more than 60 minutes 
following circumflex coronary artery ligation. In a 
group of normal control animals, seven died of ventric- 
ular fibrillation within an average of 8.9 minutes. In a 
group of acutely prepared sinus-arterialized animals, 
none died within the prescribed 60 minutes. 

The mortality rates of Bakst et al.7%. 74 in their ex- 
periments were essentially similar to those reported by 
Hahn and Beck. Ligation of the circumflex coronary 
artery resulted in a 90 per cent mortality rate in nor- 
mal animals. The average time of onset of ventricular 
fibrillation was 13.7 minutes following ligation of 
the artery. The mortality rate in animals in which the 
coronary sinus had been arterialized for 4 to 8 weeks 
was 20 per cent. Ligation of the circumflex branch of 
the left coronary artery in animals in which the 
coronary sinus had been arterialized for six months 
produced a 66 per cent mortality. Retroperfusion of 
the myocardial capillary bed, which was demonstrated 
in the four- to eight-week animals, could no longer 
be demonstrated in the six-month group of animals.75 

In summary, acute and chronic coronary sinus liga- 
tion or arterialization of the coronary sinus appears 
to give immediate and sustained protection to a heart 
against ligation of a major coronary ramus. Experi- 
ments designed to elucidate the physiological mech- 
anism involved have been rather disappointing and 
cannot be regarded as yielding critical evidence. In 
the acute experiments speculation would suggest that 
as a result of these coronary venous maneuvers a smali 
volume of blood is flowing from the coronary sinus 
through the capillary bed into the ventricular cavities 
and that this is sufficient to maintain viability of the 
potentially infarcted myocardium, increase the fibrilla- 
tion threshold, give time for collateral development, 
and thus account for the decreased mortality and in- 
farction which follows. According to Gregg,”® it may 
be that an effect of the procedure is to reduce left 
coronary inflow, render the left myocardium some- 
what anoxic, and thereby stimulate growth of inter- 
coronary artery collaterals. However, a complete and 
entirely satisfactory physiological explanation of the 
protection afforded is not yet available, and more 
experimental work must be done. 

In application to patients with coronary artery 
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disease, Beck’? has divided this aspect of the work 
into early and late periods. In the early period, dating 
approximately from January 1948 to December 1950, 
only patients who were entirely or almost entirely in- 
capacitated from work were accepted for operation. 
These patients showed extensive and irreversible dam- 
age in the heart. No doubt most of them were poor 
risks for any operation, and the damage in the heart 
muscle in some of these patients was such as to make 
questionable the degree of benefit that might have 
taken place if the patient had recovered from the oper- 
ation. In this group of 12 patients there were eight 
deaths and four recoveries. 

In the late period, December 1950 to April 1951, 
28 patients were operated upon. In this series there 
were 23 recoveries and five deaths, a mortality of 18 
per cent. Four of the five patients who died had ad- 
vanced degenerative disease and were completely or 
almost completely incapacitated. Of the 23 patients 
who recovered, 13 had both stages of the operation 
and two had only the first stage done. The graft was 
thrombosed in six, and the graft was not placed in 
two. In the 43 patients with operation No. II, there 
was no pain in 39.6 per cent, less pain in 48.8 per 
cent, a total of 88.4 per cent. Those better able to 
work with no limitations were 41.9 per cent, better 
able to work with some limitation, 37.2 per cent, a 
total of 79.1 per cent.7® 

Bailey7® in 1955 reported on a series of 71 patients 
in whom the Beck II operation was performed. There 
were nine operative deaths. It was found, in the re- 
maining 62 patients, that all were benefited to some 
extent by this procedure. 


4. Internal Mammary Arterialization of Left 

Ventricular Muscle 

In 1946 Vineberg®® described an anastomosis be- 
tween the left internal mammary artery and the left 
coronary circulation. This occurred in a dog 99 days 
after transplantation of the left internal mammary 
artery into the wall of the left ventricle. The basic ob- 
jective was to supply a fresh source of arterial blood 
to the heart muscle. In order to do this, the left in- 
ternal mammary artery had been partially removed 
from its normal position on the chest wall and im- 
planted into the myocardium of the left ventricle. 

Murray’! in 1937 made an attempt to bring the 
internal mammary artery into the cardiac muscle, but 
it was his impression at that time that these vessels 
tended to become plugged and that there was no im- 
provement of coronary circulation. 

Vineberg,8? in a description of results obtained in 
10 dogs, found that 2, or 20 per cent, showed a defi- 
nite communication between the left internal mam- 
mary artery and the left coronary circulation. In 9 of 
10 animals the internal mammary artery after trans- 
plantation revascularized the surrounding structures. 
In 8 of 10 animals the internal mammary artery be- 
came partially adherent to the chest wall in its former 
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bed; and a constricting scar developed at the junc- 
tion between the free arterial portion and that part 
of the artery which re-adhered to the chest wall. He 
postulated that the frequency of the communication 
would appear to depend upon the formation of scar 
tissue around the transplanted internal mammary 
artery. Vineberg* has shown the development of 
anastomosis between an implanted internal mammary 
artery and the left ventricular system. This has been 
provided by injection, x-ray films, serial sections, and 
digestion cast studies. 

Recently Glenn and associates8* confirmed the de- 
velopment of an anastomosis between an implanted 
internal mammary artery and the coronary vessels. It 
was shown that there was a lack of reaction in the 
myocardium to the implanted artery, the lumen of the 
artery remained patent in spite of an intimal prolifer- 
ation, and the changes at the end of the implanted 
artery were those of organization and channeling. 
There was a suggestion that the mammary-coronary 
anastomosis tends to disappear at the end of eight 
weeks, 

In Vineberg’s series,*° the average interval from 
implant to sacrifice was 11 weeks. Some animals were 
kept for 58 yeeks after implantation. The anastomoses 
at the end of that time not only persisted but were 
large enough to protect against death and infarction 
following ligation of the anterior descending branch. 
Generally the implanted artery remains patent in 80 
per cent of implants. 

Bakst and associates’* report on their experiments 
on animals in which the internal mammary artery had 
been implanted into the ventricular myocardium for 
six months. Retrograde flow from the distal cut end 
of the ligated left anterior descending coronary artery 
averaged 2.3 cc. per minute, representing a normal 
amount of the intercoronary arterial anastomotic flow. 
This intercoronary anastomotic flow was demonstrated 
to arise almost entirely from the nonoccluded circum- 
flex artery. Pathologically, the lumina of the implant- 
ed vessels were 95 per cent obliterated by the severe 
intimal proliferation. It was impossible to demon- 
strate that systemic artery implanted into the ven- 
tricular myocardium for six months could materially 
increase or contribute to the extracoronary collateral 
anastomotic flow of the interrupted anterior descend- 
ing artery. 

Vineberg’? in October 1955 reported on a total of 
45 patients suffering from coronary artery insufficiency 
who had been treated by internal mammary artery 
implantation. In the 33 patients who had no angina 
at rest, there were two deaths. In the 12 patients 
suffering from angina decubitus, there were seven 
deaths. The mortality rate of the entire group was 
20 per cent. 

An analysis of the condition of the 45 patients 
prior to operation has been made showing that 78 
per cent were not working and the other 22 per cent 
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were working and using nitroglycerine. Eighty-four 
per cent had had one or more infarctions. 

The results of treating 40 human patients with 
advanced coronary artery insufficiency by internal 
mammary artery implantation were given. Ali were 
followed from six months to 41/, years after operation. 
There were 30 patients who had no angina at rest. 
Of this number 77 per cent were totally disabled 
prior to operation. Twenty-eight survived the oper- 
ation, and 16 had no pain or slight pain. In four 
the pain was less. Those with no pain totaled 20 (71.4 
per cent). Seven patients were the same or worse. 
Twenty-three (77 per cent) of the group returned to 
work following operation. This is a complete reversal 
of their condition before operation. Twenty-four 
(85.7 per cent) of the group were still alive at the time 
of the report, and 18 (64.2 per cent) had no pain, or 
less pain, while 19 (67.8 per cent) still were working. 
In the angina decubitus group there were 12 patients, 
all totally disabled. Five survived operation, four were 
improved, and three returned to work. 

Vineberg®® states that his results are most encour- 
aging for the treatment of coronary artery insuf- 
ficiency. The frequency of mammary-coronary anasto- 
mosis is dependent upon: (1) technique of prepara- 
tion of the artery, (2) technique of implantation, and 
(3) condition of the myocardium into which it is 
implanted. 


Discussion 

Clinical improvement in patients with angina 
pectoris has been reported following various proce- 
dures such as omentopexy, aortic-coronary sinus anasto- 
mosis, coronary sinus ligation, myocardial implanta- 
tion of the internal mammary artery, and stimulation 
of pericardial adhesions by magnesium silicate, as- 
bestos, and other foreign substances. All of these 
operations have as their objective the introduction 
of an extracardiac blood supply which will substan- 
tially augment the deficient coronary flow. Protection 
against subsequent myocardial infarction might also 
be provided. These various procedures have been 
subjected to the test of animal experimentation. Pa- 
tients have been operated upon, and favorable effects 
on angina pectoris have been observed. Caution must 
be observed in applying the results of experiments 
on the normal dog heart to the diseased atherosclerotic 
human heart with its established narrowing, occlu- 
sions, and rich network of compensating intercoronary 
anastomoses.8® 

Of prime importance in the successful application 
of surgery is the basic concept of the consequences of 
coronary artery disease in man. It has been demon- 
strated that its catastrophic sequelae are due to muscle 
destruction only to a minor degree.®! The great ma- 
jority of deaths from coronary occlusion are caused 
by a disruption of the normal coordinated mechanism 
in the heart beat.92 Death is due to inequalities in 
blood supply to contiguous areas of the myocardium. 
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The heart with diffuse coronary disease and with 
equally generalized reduction in coronary blood flow 
is electrically stable. With inequalities in blood sup- 
ply, electrical instability occurs and may result in 
cardiac death. Briefly, as a result of unequal blood 
supply to contiguous areas, the relatively ischemic 
area becomes electrically negative to surrounding 
better-oxygenated muscle. This may produce ventric- 
ular fibrillation and cardiac arrest if the fibrillation 
threshold of the myocardial fibers falls low enough. 
Thus, a condition of electrical instability is said to 
exist. In a heart rendered generally ischemic, there 


may be extensive destruction of muscle, but this heart. 


is still electrically stable. 

According to Beck® there are two types of death 
in coronary artery disease: one is mechanism death, 
the other is muscle death. Mechanism death occurs in 
those patients in whom the heart is capable of con- 
tinued function. Something happens that destroys the 
co-ordinated beat. These patients, a large group, are 
candidates for surgical operation. The other patients 
develop extensive degenerative changes in the myo- 
cardium; they are not candidates for operation. 

The coronary circulation should be considered on 
the basis of (1) total inflow and (2) distribution of 
the blood that goes through the disease arteries.®§ 
The heart can maintain function on a small fraction 
of normal total inflow. 

Zoll®* has reported that intercoronary arterial chan- 
nels were found in every heart in which a major 
coronary artery was completely and chronically occlud- 
ed. The significance of this finding is that the presence 
of intercoronaries makes it possible for the heart to 
continue to function, thus providing time for the 
occlusive process to become complete. This author 
found that intercoronaries are present less frequently 
in specimens in which the occlusive process was com- 
plete and acute. 

Beck®® has concluded that coronary occlusion, with 
a factor of time, is another stimulus for production of 
intercoronary communications. Those patients who 
make a good recovery after coronary occlusion do so 
because they develop good intercoronary communi- 
cations. This author states that surgical methods can 
contribute the time factor; this is provided by extra- 
coronary communications and by the effect of inflam- 
matory agents on the heart. 

In a laboratory and clinical evaluation of opera- 
tions for coronary artery disease Leighninger®? has 
analyzed the effect produced in the experimental ani- 
mal of three procedures: (1) Beck I operation which 
consists of abrasion of the epicardium and pericar- 
dium, partial coronary sinus ligation, application of 
0.2 Gm. powdered asbestos, and grafting of the 
abraded pericardium to the surface of the heart; (2) 
the Thompson procedure by the application of 4 to 
6 Gm. of talc to the surface of the heart; and (3) 
the Vineberg internal mammary implant procedure. A 


quantitative evaluation of intercoronary arterial com- 
munications was made by the Mautz-Gregg backflow 
method and the average backflow measurements are 
given: 
Protection 
Back flow Shown 
Normal control animals ... 3.8cc. per min. by EKG 
Beck Topetation: 8.5cc.permin. 68% 
Thompson talc procedure .. 4.9cc. per min. 25% 
Vineberg mammary artery 
te 3.5 cc. per min. 0% 


From these findings the Beck I operation provides 
the greatest amount of backflow and also affords the 
most significant amount of protection as recorded 
by the electrocardiogram. 

Beck and Leighninger®® have also reviewed the effect 
produced by the Beck II operation which consists of 
arterialization of the coronary sinus by directing 
arterial blood from the aorta into the partially occlud- 
ed coronary sinus. From this procedure they found 
the average backflow measurement to be 11.3 cc. per 
minute. From these experimental studies they pro- 
posed the Beck II operation as providing greater pro- 
tection than the Beck I operation. However, they 
found the mortality rate was higher with the Beck II 
operation. 

Beck and Leighninger®® have reviewed the clinical 
results obtained with 33 patients with the No. I op- 
eration and 43 patients with the No. II operation. 
These results are as follows: 


No.1 No. Il 
Work with no limitations ......... 27.2% 41.9% 
Work with some limitations ....... 51.4% 37.2% 


Vineberg!™ in 1955 reviewed a total of 45 patients 
suffering from coronary artery disease which had been 
treated by internal mammary artery implantation. The 
mortality rate of the entire group was 20 per cent. 
The findings were: 


Before Operation 


NO.OF TOTALLY 
PATIENTS DISABLED SURVIVED 


No angina at rest.... 30 77% 93.3% 
Angina decubitus .... 10 100% 50.0% 
After Operation 
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No angina at rest ... 57.2% 142% 25% 77% 
Angina decubitus ... 20 % 60 % 20% 60% 
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Thompson?! in 1954 reviewed a series of 57 pa- 
tients who received cardiopericardiopexy by means of 
introduction of talc inside the pericardial sac. His 
results showed a 12 per cent mortality. 


Less: than 509%. improvements: 10% 
More than 50% improvement ................. 90% 
More than 75% improvement ............-+++- 40% 


Summary 


The history, development, and description of surg- 
ical procedures for the treatment of myocardial is- 
chemia have been presented. An evaluation of experi- 
mental and clinical results of these procedures has 
been reviewed. 

The primary indication for operation is a positive 
diagnosis of coronary artery disease. Ideally, operation 
is performed before there is extensive damage to 
heart muscle. Operation can prevent mechanism death 
and it can relieve areas of ischemia responsible for 
pain, but it cannot restore degenerated heart muscle, 
nor can it arrest the occlusive process in the coronary 
arteries. When there has been so much muscle damage 
that the heart has begun to dilate, it is too late for 
operation. Selection and evaluation of patients is 
properly carried out by the internist and cardiologist, 
independently of the cardiac surgeon. Great care 
must be exercised in establishing the diagnosis. Surg- 
ical operation cannot give the heart a new system of 
coronary arteries. It can supply a crutch to a crippled 
coronary circulation. 
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ABSTRACTS FROM 
CURRENT LITERATURE 


Use of Intravenous Dramamine to Shorten the 
Time of Labor and Potentiate Analgesia. By C. W. 
Rotter, J]. L. Whitaker, J]. Yared, in American Jour- 
nal of Obstetrics and Gynecology 75, 1101 (May) 
1958. 


The authors treated more than 250 parturient wom- 
en with dimenhydrinate (Dramamine) by vein and 
found that the drug almost invariably both shortened 
and eased labor. They employed data from nearly 250 
other patients as controls. 

Dimenhydrinate reduced pain and induced a sense 
of tranquility and freedom from apprehension. More- 
over, dimenhydrinate potentiated the action of drugs 
such as Demerol and Nisentil and in many instances 
made the use of such analgesic agents unnecessary. 
The authors emphasize the importance of this latter 
point, particularly in the conduct of premature labors. 

Dimenhydrinate may be given advantageously at 
any stage of labor, but these investigators found it 
especially useful and effective during the latent and 
acceleration phases. 

Their routine dosage was 100 mg. diluted in 10 
cc. of water, given intravenously, very slowly. Slow 
administration, they emphasize, is necessary to pre- 
vent elevation of blood pressure, headache, and even 
nausea and vomiting. Pharmacologically, dimenhy- 
drinate is a potent antihistamine with secondary 
atropine-like antispasmodic actions and local anes- 
thetic effects. Side actions of drowsiness, relaxation, 
and sedation, usually unwanted in ambulatory pa- 
tients, are decidedly desirable qualities during labor. 

Cervical trauma, which occurs in all labors, postu- 
lates the liberation of histamine. Histamine con- 
tributes to the spasm of the cervical smooth muscle, 
thus retarding the progress of labor. The authors 
conclude, therefore, that the use of an antihistaminic 
drug to inhibit this spasm will operate beneficially for 
the patient throughout labor. 

Dimenhydrinate initiated obstetrical analgesia 
more promptly and effectively than other well estab- 
lished regimens these investigators have used. The 
average length of labor as compared to that of the 
controls in this study was decreased by 3.13 hours 
(34.8 per cent) in the primiparas and 2.7 hours 
(41.9 per cent) in the multiparas. In addition, all 
phases of cervical dilatation were appreciably short- 
ened in primigravidas. Fear of labor and childbirth 
was noticeably reduced. 

The authors conclude that dimenhydrinate intra- 
venously is effective in shortening the duration of 


labor. 


425 


Dimenhydrinate administered intravenously has a 
wide margin of safety, and no ill effects were noted 
in either mothers or children. The drug has a tran- 
quilizing effect, diminishes pain and substantially po- 
tentiates the effect of other analgesics. 


Effect of Cobalt-lron Therapy on the Blood Picture 
in Premature Infants. By E. F. Diamond, F. Gonzales, 
and A. Pisani, in Illinois Medical Journal 113:154 
(April) 1958. 


The authors note that the newborn is subject to 
decrease in hemoglobin and red cell levels during the 
early part of the first year of life. An early phase of 
this anemia may occur within the first month or 
two of life, and this may be due to failure of the 
bone marrow to assume full erythropoietic activity. 

Iron deficiency anemia does not usually occur until 
the fourth to sixth month when reserve iron is ex- 
hausted. Rapid growth in the premature exaggerates 
the iron deficiency. Prophylactic administration of 
iron is of little value during the early months of 
life, possibly due to the low level of erythropoiesis. 

Cobalt has been shown to stimulate erythropoiesis. 
Since erythropoietic activity appears to control iron 
absorption and utilization, a combination of cobalt 
and iron might be expected to prevent early anemia 
and decrease the incidence of subsequent iron defi- 
ciency. 

Forty-four premature infants were treated at the 
Lewis Memorial Maternity Hospital. Sixteen re- 
ceived cobalt-iron therapy; 12 received ferrous sul- 
fate, and 16 received no iron. The dosage of cobalt 
was low—2 mg./kg./day of cobalt chloride. In both 
the cobalt-iron group and the plain iron group the 
daily dose of ferrous sulfate was 75 mg. Treatment 
was continued for six months and hematologic deter- 
minations were made at monthly intervals. Hemo- 
globin determinations indicated no significant differ- 
ences in the group treated with iron and the con- 
trol group. The mean values obtained with cobalt-iron 
treatment, however, were above those in the other 
two groups. 

At the two-month period, the cobalt-iron group ex- 
ceeded the other by more than 1 Gm./100 cc. of 
hemoglobin and remained near this level for the re- 
mainder of the study. 

During this interval, 15 cobalt-iron treated pa- 
tients met or exceeded the mean value of the other 
groups. No intolerance, thyroid abnormality, or other 
untoward effects were seen. It would appear that the 
low dosage of cobalt used in this study, in conjunction 
with iron, is an effective prophylactic measure in the 
prevention of both the early anemia of infancy and 
the subsequent development of the iron deficiency 
state. 
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BOOK REVIEWS 


Orthopedic Diseases—Physiology, Pathology, Radi- 
ology. By Ernest Aegerter, M.D., and John A. 
Kirkpatrick, M.D. Published by W. B. Saunders 
Company, Philadelphia. 602 pages, 354 figures. Price 
$12.50. 


In this volume the authors discuss various diseases 
affecting the skeleton on the basis of the physiologic, 
histologic, pathologic, and morphologic changes en- 
countered in each. This discussion is preceded by a 
review of physiology, histology, etc. 

In considering the diseased states, the discussion 
is divided conveniently into disturbances in skeletal 
development, disturbances in the normally formed 
skeleton, and tumors and tumor-like processes. 

The congenital anomalies are discussed in detail 
under the first heading, as are lipo-dystrophies and 
disorders of vitamin metabolism. Under disturbances 
in the normally formed skeleton, circulatory, meta- 
bolic, endocrine, and infectious diseases are con- 
sidered, and under the third heading, tumors of 
bone, cartilage, and other connective tissue. 

The book makes an excellent reference work since 
each disease is considered in all its aspects, collecting 
material which would otherwise be difficult to as- 
semble. There are reproductions of tissue sections, 
numerous photographs, and reproductions of x-rays. 
Abnormal physiology is outlined and some clinical 
information is supplied under each topic. Moreover, 
some matter is presented on which little information 
is readily available. For example, there is a discus- 
sion of the skeletal effects of hypervitaminosis A. 

Although the subject matter contained in the 
volume may not be of wide general interest, it pre- 
sents orthopedic pathology lucidly, together with its 
clinical implications. It should be of great value to 
those receiving training in orthopedic surgery and 
useful to the radiologist and general practitioner as 
well.—J.F.T. 


Electrocardiography. By Michael Bernreiter, M.D. 
Published by ]. B. Lippincott Company, Philadel phia. 
134 pages, 92 illustrations. Price $5.00. 


The author has been an accomplished teacher of 
graduate electrocardiography at St. Mary’s Hospital 
and the General Hospital of Kansas City, Missouri, 
for more than a decade. This book is meant to 
supplement his annual course and to outline funda- 
mental aspects of theoretical and practical electro- 
cardiography as seen in the office and hospital practice 
of the general practitioner and the internist. 
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The text is amazingly well directed so that the 
basic physical principles necessary to understand the 
electrical phenomena of arrhythmias, the various 
types of block, ventricular hypertrophy, myocardial 
infarction, and the effects of drugs and electrolytes 
are readily understood by the medical student or 
anyone routinely studying electrocardiograms. 

There are a number of recently published text 
books and treatises on complicated electrocardiography 
that delight the specialist in this field. These are 
usually entirely over the heads of the average busy 
physician. This is the simplest book on this subject 
written in the past 20 years and is the only easily 
understood text written since the advent of the uni- 
polar leads and the direct writing electrocardiograph 
machines. It should have a good reception among 
medical students, general practitioners, and internists 
throughout the country —C.W.E. 


Ciba Foundation Symposium on the Chemistry 
and Biology of Mucopolysaccharides. Edited by 
G. E. W. Wolstenholme and Maeve O’Connor. 
Published by Little, Brown and Company, Boston. 
323 pages. Price $8.50. 


Although many of the papers in this special issue 
are of more interest to the cancer investigator than 
the practicing physican, there is also material of 
general interest. The issue contains 21 papers by 27 
distinguished British contributors. Professor A. Had- 
dow outlines the broad front on which the subject 
of causation of cancer has advanced during the past 
11 years and presents a review and interpretation of 
chemical carcinogens and their modes of action. 

E. Boyland reviews the biologic examination of 
carcinogenic substances and summarizes the knowl- 
edge of the biochemistry of cancer of the bladder 
with special reference to the carcinogenic mechanism 
of 2-naphthylamine, tryptophan metabolites, and 
enzymes in the bladder tumor production. 

Of some current interest is the contribution of the 
late Sir Ernest Kennaway, written in collaboration 
with A. J. Lindsey, in which they give data of assist- 
ance in the identification of compounds in various 
forms of tobacco and of tobacco smoke and in the 
atmosphere, which may represent possible exogenous 
factors in the causation of lung cancer. 

The other papers deal with a variety of subjects 
including radiation carcinogenesis and leukemia in 
man, latent period in cancer induction, latent tumor 
cell theory, immunological theory of cancer, endo- 
crine carcinogenesis, occupational carcinogenesis in 
relation to asbestos, chromate, nickel, haematite, 
pitch, tar, soot and mineral oil, carcinogenic activity 
of cholesterol, and the relationship between experi- 
mental findings and human liver disease.—R.E.S. 
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ANNOUNCEMENTS 


Clinical Conference on Cancer Chemotherapy, No- 
vember 14 and 15, at University of Texas M. D. An- 
derson Hospital and Tumor Institute, Texas Medi- 
cal Center, Houston. Eight hours credit, AAGP, for 
those registered in advance and paying $5.00 fee. 
Rice-Texas A. and M. football game on Saturday, 
November 15. 


Forty-fourth annual clinical congress, American 
College of Surgeons, Chicago, October 6-10. A stu- 
dent at the University of Kansas School of Medicine, 
Melvin L. Cheatham, will be one of a group chosen 
from 37 colleges to attend as guests of the College. 


One-day symposium on infectious diseases, jointly 
sponsored by American Academy of General Prac- 
tice, University of Kansas Medical Center, and Led- 
erle Laboratories, September 19, Battenfeld Audi- 
torium, KUMC campus, Kansas City. Three speakers 
on staphylococcal infections, Dr. Robert I. Wise, Dr. 
William M. M. Kirby, and Dr. Harry F. Dowling, 
followed by panel discussion moderated by Dr. Rob- 
ert Weber. Newer therapeutic agents and perplexing 
disorders to be discussed by Dr. R. Cannon Eley, Dr. 
Thomas G. Ward, and Dr. Thomas H. Haight, all 
of whom will participate in question and answer 
discussion. Reception to follow at Hotel Muehlebach, 
Kansas City, Missouri. 


Postgraduate course in surgery, United States Sec- 
tion of International College of Surgeons in Conjun- 
tion with Cook County Graduate School of Medicine, 
Chicagc, October 13-25. Write the College, 1516 
Lake Shore Drive, Chicago 10, Illinois. 


Therapeutic Uses of Adhesive Tape, second edi- 
tion of book published by Johnson and Johnson, New 
Brunswick, New Jersey, available to physicians on 
request. 130 pages, profusely illustrated. 


Approved residencies in general practice available 
at USAF Hospital, Maxwell Air Force Base, Ala- 
bama. Includes one year of training in medicine, pe- 
diatrics, and psychiatry and one year in surgery, frac- 
tures, obstetrics, and gynecology. Write Surgeon Gen- 
eral, Headquarters, USAF, Washington 25, D. C. 


Women’s Medical Association of the City of 
New York offers the Mary Putnam Jacobi fellowship 


to a graduate woman physician, to start October 1, 
1959. Closing date for applications, February 1, 1959. 
Write Ada Chree Reid, M.D., 118 Riverside Drive, 
New York 24, New York. 


Omaha Mid-West Clinical Society Conference, 
Sheraton-Fontenelle Hotel, Omaha, November 3-6, 
under joint sponsorship of Creighton University 
School of Medicine and University of Nebraska 
College of Medicine. Programs available from Dr. 
John H. Brush, 1031 Medical Arts Building, Omaha. 


Nineteenth annual meeting, American Fracture 
Association, Hotel Skirvin, Oklahoma City, Sep- 
tember 30-October 2. Acceptable for Category 2 by 
AAGP. Postgraduate course given by University of 
Oklahoma Medical Center, September 29. Acceptable 
for Category 1 by AAGP. Oklahoma-Oregon foot- 
ball game in Norman, October 4. Write the Associa- 
tion, 610 Griesheim Building, Bloomington, Illinois. 


Annual convention, American College of Gastro- 
enterology, Jung Hotel, New Orleans, October 20-22, 
followed by three-day course in postgraduate gastro- 
enterology. Write the College, 33 West 60th Street, 
New York 23, New York. 


Two postgraduate courses offered by American 
College of Chest Physicians, one on clinical car- 
diopulmonary physiology at Edgewater Beach Hotel, 
Chicago, October 13-17, and one on diseases of the 
chest, Park-Sheraton Hotel, New York City, Novem- 
ber 10-14. Tituation for each $100. Write the 
Coliege, 112 East Chestnut, Chicago 11, Illinois. 


Applications received until December 1, 1958, 
for fellowship established at University of Texas 
M. D. Anderson Hospital and Tumor Institute, 
Houston, in memory of William Heuermannn. In 
field of experimental surgery. Tenure of one year 
and may be extended for one or two additional 
years. Annual stipend of $7,000 for first year and 
$7,500 for second year. Write Office of Education, 
Texas Medical Center, Houston 25, Texas. 


Symposium on carcinoma of the colon and rectum 
to be presented at annual scientific session of Ameri- 
can Cancer Society, October 20-21, Biltmore Hotel, 
New York City. Write Director of Professional Edu- 
cation, 521 West 57th Street, New York 19, New 
York. 
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Exhibit on Fitness 


“Seven Paths to Fitness” is the title of a new 
American Medical Association exhibit first shown 
at the Public Relations Institute, August 27-28, in 
Chicago. Sponsored by the Bureau of Health Edu- 
cation in cooperation with the Bureau of Exhibits, 
the new display emphasizes the following seven ave- 
nues to health and fitness: nutrition, relaxation, play, 
exercise, dental care, medical care, and work. Over- 
all murals depict sources and activities in each cate- 
gory. The exhibit is primarily intended for profes- 
sional audiences such as physicians, educators, and 
others having a direct interest in physical fitness. It 
is now available for bookings through the Bureau 
of Exhibits. 


Seven Thousand New Physicians 


For the fifth consecutive year more than 7,000 
new physicians entered the practice of medicine in 
the United States during 1957. This was revealed in 
the 56th annual report of the American Medical As- 
sociation’s Council on Medical Education and Hos- 
pitals. 

Of the 7,455 new doctors licensed to practice, 
5,872 licenses were given as a result of written exami- 
nation and 1,583 by interstate reciprocity or endorse- 
ment of credentials. 

During the same period, 3,500 physician deaths 
were reported, which reduces the over-all gain in the 
doctor population to 3,955. 

In all, state and territorial boards issued 15,090 
licenses during the year, but 7,635 licenses went to 
doctors already holding licenses from another state or 
to men who took examinations in more than one 
state. 

The total number of licenses issued, both by writ- 
ten examination and reciprocity or endorsement of 
credentials, represents an increase of 547 over 1956. 

In issuing 2,167 licenses, California led all other 
states. New York was second with 1,355, while Ohio 
and Pennsylvania were next with 831 and 744 
licenses respectively. Florida, Illinois, Maryland, 
and Texas each had in excess of 500. Nevada, with 
15, licensed the fewest number of doctors. 

During the year there were 9,116 applicants for 
licensure by written examination. Of these, 7,769 
passed and 1,347 failed. 

Included among those who took the examination 
were 6,244 graduates of approved medical schools 
in the United States; 185 from approved schools in 
Canada; 4 graduates of approved schools in the 
United States which are no longer in operation; 
2,299 from foreign medical faculties; 42 graduates 
of unapproved medical schools in the United States 
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no longer in existence, and 342 graduates of schools 
of osteopathy. 

Three medical schools had graduates for the first 
time during the period. They were the University 
of Missouri, University of Sasketchewan, and the 
University of Mississippi. All of the graduates of 
the Mississippi school passed their written examina- 
tions. 

Six other schools also had no failures among their 
graduates. They are Stanford University, University 
of California at Los Angeles and San Francisco, 
Yale University, Albany Medical College, and the 
University of Utah. 

The graduates of foreign faculties of medicine in- 
clude both American and foreign born and the 1,345 
who passed the examination represent an increase of 
333 successful candidates over 1956. 


Report on Hill-Burton 


Results of a two-year study of the Hill-Burton 
Hospital Survey and Construction Program are now 
available in booklet form from the Committee on 
Medical and Related Facilities of the A.M.A.’s Coun- 
cil on Medical Service. Sections included in the report 
are: introduction; summary; conclusions; recom- 
mendations; federal grants-in-aid; background and 
basic administration; general hospitals; tuberculosis 
hospitals; public health centers; mental, chronic dis- 
ease, and nursing home facilities; diagnostic or treat- 
ment centers; rehabilitation facilities, and other refer- 
ence material. A limited number of copies are available 
to individual physicians and medical societies. 


New Films Available 


Three new non-scientific films for lay audiences 
recently have been added to the A.M.A.’s Film 
Library: (1) “You Are There: The Discovery of 
Anesthesia’’—dramatizes the first time ether was used 
successfully in a surgical operation. This 25-minute 
film is narrated by Walter Cronkite of CBS Television. 
(2) “You Are There: The First Major Test of Peni- 
cillin’’—discusses the place of scientific development 
in modern medicine and its influence on both peace 
and war. It also demonstrates preparation for testing 
the drug on a group of wounded soldiers. This 25- 
minute film also was produced by CBS Television and 
narrated by Walter Cronkite. (3) “Someone Is Watch- 
ing’’—depicts actual cases from the files of the New 
York State Health Department’s Bureau of Narcotics 
Control. The film runs 16 minutes. All three of these 
16 mm., black and white sound films are available 
from A.M.A. for showing by state and local medical 
societies. 
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Controls Stress 


ADVERTISEMENTS 


Relieves Distressin smooth muscle spasm 


Nhe w 


Pro-Banthine winDartal 


— for positive relief of cholinergic spasm. 


Stabilization of 
Emotion 


— a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 
The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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For Speedier Return to Normal Nutrition 


in Inflammatory Conditions 
of the Colon 


The physiologic depletion accompanying acute infectious 
and inflammatory conditions of the bowel makes replacement 
therapy the key to nutritional rehabilitation. 

In addition to the loss of important electrolytes, such as 
potassium and sodium, large amounts of protein are lost in 
the fluid, blood and exudate from the bowel. In the acute 
state of such affections, utilization of what protein can be 
ingested is further affected by increased protein catabolism 
and by impairment of certain hepatic functions. 

Dietary rehabilitation must be carried out within the 
framework of a diet restricted in fiber and in irritating sub- 
stances. Foods allowed must be easily digested and appetiz- 
ingly and attractively prepared to encourage eating. 

Tender lean meats—finely ground in the initial diet and 
later served in a wide variety of appealing ways—can be an 
important source of the protein and minerals required by the 
convalescing patient. 

Meat fits admirably into the requirements of the per- 
mitted diet not only because of its taste, digestibility, and 
physical characteristics, but also because of its contribution 
of high quality protein, the minerals potassium, iron, phos- 
phorous, sodium, and magnesium, and all the known B 
vitamins. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


ADVERTISEMENTS 


CREMOMYCIN 


SUSPENSION 


regardless 
etiology 


isle MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin and SuLFASUXIDINE are trademarks of Merck & Co., Inc. 
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why PETN? 


why ATARAX? 


why combine the two? 


C PETN + ©) ATARAX®) 


( HRITOL ) OF 


For cardiac effect: PETN is “. .. the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris." Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
“20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 
continuous dosage schedule. Use PETN preparations with soutien 
in glaucoma. 


ith 
: NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


TO: 


ATT'N: 


FROM: 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 


INTEROFFICE CORRESPONDENCE 


Pearl River, N. Y. 7/18/58 
OFFICE DATE 
Advertising Department copy TO: 


J. D. Roberts 
C. K. Howe, Sales 


Jim -- 


Here's a question a number of our detail 

men have tossed at me. Why doesn't Lederle's 
advertising for ACHROMYCIN V Tetracycline 
play up higher, faster blood levels the 


way so many of our competitors do? 


As you know, new laboratory studies show 
pretty conclusively that ACHROMYCIN V is 


unexcelled in this department. 


How come we haven't turned on the heat in 


our ads? 


Oy K. Howe 


CKH:1s 
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LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 


INTEROFFICE CORRESPONDENCE 


Pearl River, N. Y. 7/21/58 
OFFICE DATE 
TO: Sales Department Copy TO: 


ATTN: C. K. Howe 


FROM: J. D. Roberts 


Charlie -- 


Sure ACHROMYCIN V Tetracycline blood levels are unsurpassed 
in the latest laboratory study. But actually how signifi- 
cant are any of these blood levels, clinically? It's 
really a matter of micromilligrams and fractional minutes! 
Let's not put Lederle in the position of giving this sort 
of evidence more emphasis than it deserves. 


I think our job is to let doctors know that Lederle Research 
developed ACHROMYCIN V to give improved results under actual 
clinical conditions ... to get a higher percentage of 
antibiotic to the tissues. 


The fact that ACHROMYCIN V is the most widely prescribed 
broad-spectrum antibiotic ought to be pretty good evidence 
that physicians are consistently getting these results. 


If your detail men will give doctors the complete story on 


antibiotics, I think ACHROMYCIN V prescriptions will con- 
tinue to climb without any fancy blood level advertising. 


J. D. Roberts 


JDRs:ep 
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ADVERTISEMENTS 


How to jin’ friends 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 


25¢ Bottle of 48 tablets (1% grs. each). 
We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION of Sterling Drug Inc. 1450 Broadway, New York 18, N. Y. 
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ADVERTISEMENTS 


THis cduPoN for your sommenience in ordering: 


eee 


Medical Department 
Corn Products Refining Company 
17 Battery Place, New York 4, New York 
Please send me a free copy of your latest reference, 
“Unsaturated Fats and Serum Cholesterol.” 
NAME. 
* ADDRESS 
STATE 


H 
SERUM | 
t : 
i 
‘ 
press...send 
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ADVERTISEMENTS 


“Unsaturated Fats and 
Serum Cholesterol” 


...a@ review of the latest Concepts and 
Results of Current Research 


Now ready for distribution to physicians as a 
special service by Corn Products Refining 
Company, this book supplements and super- 
sedes the 1957 monograph ‘Vegetable Oils in 
Nutrition’’ and provides a broader coverage 
of this important subject. 

This new book is the most up-to-date anno- 
tated bibliography on current research per- 
taining to: 


1. The origin and behavior of cho- 
lesterol in the human body; 


2. The effect of different dietary 
fats on serum cholesterol levels; 


3. The nature of the active com- 
ponents in vegetable oils; 


4. Suggestions for practical diets. 


| As a regular part of daily meals 
| Mazola® Corn Oil can be used for 
| control of serum cholesterol levels 


MAZOLA CORN OIL, a natural food 

‘and a superior salad and cooking oil, 

- used as part of the daily diet, can be 
helpful in the control of serum cho- 
lesterol levels. 

Extensive clinical findings now . 
show that serum cholesterol levels 
tend to be lower when an adequate 
amount of MAZOLA CORN OIL is 
part of the daily meals... high levels 
are lowered, normal levels remain 
normal. 
> MAZOLA...the only readily avail- 

able vegetable oil made from golden 

corn oil...is rich in the important 
unsaturated fatty acids. 85% of all 
the fatty acids in MAZOLA are un- 
i~ saturated and 56% of the fatty acid 
content is linoleic. 

As aresult, MAZOLA CORN OIL 
is unusually well suited for helping 
achieve dietary adjustments com- 


For a 3600 calorie diet 


$5}. CORN PRODUCTS REFINING COMPANY 


monly recommended by authorities 
on nutrition—that from one-third to 
one-half of the total fat in-take should 
be of the unsaturated type when 
serum cholesterol control is a problem. 

Being a natural food, MAZOLA 
CORN OIL can be included as part 
of:the every day meals—simply and 
without disturbing the patient’s usual 
eating habits. 
Each Tablespoonful of Mazolae* @ 


Corn Oil Provides Approximately 
126 Calories—and: 


Linoleic Acid ....... 7.4 Gm, 
Sitosterola 130 mg. 
Natural Tocopherols . . . . 15 mg. 


Typical Amounts Per Diet 


3 tablespoonsful 
For a 3000 calorie diet 
2.5 tablespoonsful 
For a 2000 calorie diet 
1.5 tablespoonsful 
*Reg. U.S. Pat. Off. 
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Relief in minutes...lasts for hours 


In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. .. .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 

“Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each timed-release TRIAMINIC Tablet contains: 
Phenylpropanolamine hydrochloride 50mg. 
Pheniramine maleate. . . . . . 25mg. 
Pyrilamine maleate . .... . 25mg. 


Dosage: 1 tablet in the morning, mid- 
afternoon, and in the evening, if needed. To 
be swallowed whole to preserve the timed- 
release feature. 


running noses 
and open noses orally 


Each timed-release tablet 
keeps the nasal passages clear 
for 6 to 8 hours — 

provides ‘‘around-the-clock’’ 
freedom from congestion 

on just three tablets a day 


firgt—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Juvelets, 
timed-release, half-dosage tablets; 
Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


® 
T [ d IT} | k timed-release 
tablets 


SMITH-DORSEY - a division of The Wander Company « Lincoin, Nebraska - Peterborough, Canada 
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COSA COSA COSA GS A 

re A COSA COSA COSA COSA COR 

COSA COSA 4 
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cosa’ “COSA COSA COSA 


IN RESEARCH 

1, HIGHEST TETRACYCLINE SERUM LEVELS “* 

2. MOST CONSISTENTLY ELEVATED SERUM LEVELS' 

3, SAFE PHYSIOLOGIC POTENTIATION WITH A NATURAL HUMAN METABOLITE® 


AND NOW IN PRACTICE 


4, MORE RAPID CLINICAL RESPONSE*** 


5. UNEXCELLED 


A COSA coll 


C 


COSA COSA COSA 


COSA-TETRASTATIN 
glucosanfine botentiated tetracycline 
with nystatin Igesic-antihistamine 
CAPSULES (black and pink) 
250 mg. (with 250,000 
nystatin) 
SUSPENSION forange-pineappie : 
(orange fie flavored) 2 oz. bottle, 125 mg. 
O ce., 5 mg. per drop (100 mg.  Cosa-Tetracyn (with 125,000 u, 
nystatin) per-tsp. (5 
For patients: susceptible 


r. (April) 1956. 4, Shalowitz, M.: Clin. Rev. 1:25. (Apr 


and S.: Ant. Med. & Clin. (May) 1958. 7. st 


tetracycline - 
ange). 
| 
fizer) Science for the world’s well-being PFIZER LABORATORIES == 
“ERENCES: 1. Carlozzi, M.: Ant. Med. Clin. W., nt. Clin, ‘heray | 
We ~—«-5:52 (Jan.) 1958, 3. Walch, E.: Dent. Med lathan, L. A.: Arch. Pediat. 75:251 ff 
(June) 1958. 6. Cornbleet, T.; Chesrow, E 'L.; Sedlis, A., Bamford, J., 
Bradley, W.: Ant. Med. & Clin. Therapy 5: ee ne 


38 ADVERTISEMENTS 


Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


pr OteCtiON.... through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


ACHES, CHILLS, FEVER 4 
ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


RHINORRHEA, ALLERGIC MANIFESTATIONS 


THENFADIL® HCI 7.5 mg. .......+++++. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


LASSITUDE, MALAISE, MENTAL DEPRESSION 


CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 


Children 6 to 12 years: 1 tablet three times daily. ” Bottles of 20 and 100 tablets: 


leo-Synephrine (brand of ph 


sed Thenfadil {bra NEW YORK 18, 
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ADVERTISEMENTS 39 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


pneumonitis 
adenitis 
sinusitis 
otitis 


bronchitis 


COMBINES: Traditional components for re- 
lief of the annoying symptoms of early upper 
respiratory infections... 

PLUS: Protection against bacterial compli- 
cations often associated with such conditions. 


TABLETS (sugar coated) 
Each contains: 
ACHROMYCIN* Tetracycline ..... 125 mg. 


Phenacetin ........00 120 mg. 
Caffeine ..... 30 mg. 
Salicylamide . 160 
Chlorothen Citrate 25 mg. 


Bottles of 24 and 100. 


SYRUP (lemon-lime favored, caffeine-free) 
Each 5 ce. teaspoonful contains: 
ACHROMYCIN* Tetracycline equivalent to 

Tetracycline HCl ..... 125 mg. 
Phenacetin 
Salicylamide ..... 
Ascorbic Acid (C) 
Pyrilamine Maleate ........ 
Methylparaben 
Propylparaben 1 mg. 


Bottle of 4 fl. oz. 


Adult dosage for ACHROCIDIN Tablets 
and new caffeine-free Syrup is two tablets 
or teaspoonfuls of syrup three or four times 
daily. Dosage for children adjusted accord- 
ing to age and weight. 

Available on prescription only. 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


*Reg. U.S. Pat. Off. 
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ADVERTISEMENTS 


e postoperatively 

e in pregnancy when 
vomiting is persistent 

e following neurosurgical 
diagnostic procedures 


e in infections, intra-abdominal 
fo r disease, and carcinomatosis 
e after nitrogen mustard therapy 
nausea 
as 
and vomiting 


Squibb Triflupromazine 


provides prompt, potent, and long-lasting control 

capable of depressing the gag reflex 

effective in cases refractory to other potent antiemetic agents 
may be given intravenously, intramuscularly and orally 

no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution — 1 cc. ampuls (20mg./cc.) 
Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


SQUIBB aa Squibb Quality — The Priceless Ingredient 


185 


1958 


‘VESPRIN’ @ (8 A SQUIBD TRADEMARE 
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Improve appetite and energy 
with ample amounts of vitamins—B,, Bg, Bi 


strengthen bodies with needed protein 
Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


Lysine-Vitamins 


WITH IRON SYRUP 


e e Average dosage is1t ful daily. Available in botties of 4 and 16 fi. oz. 
delicious 

cherry flavor— Vitamin Bi2 Crystalline 26 mcgm. 

no unpleasant Ferric (Soluble) 250 

tron (as Ferric Pyrophosphate) 30 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
Reg. U. S. Pat. Off 
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HLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . .. marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. ... We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME ivision of MERCK & CO., INC., Philadelphia 1, Pa, Oo) 
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markedly relieves 
pulmonary 
edema 


ANY INDICATION FOR DIVURESIS 1S AN INDICATION 
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44 ADVERTISEMENTS 


THIRST QUENCHER... 


IF YOU HANKER FORA 
FRESH, CLEAN TASTE... 


| 
IF YOU WANT A QUICK, 
REFRESHING LIFT... \V6 


IF YOU WANT A REAL | in 


Nothing does like 
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Raise the Pain Threshold 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 


PHENAPHEN NO. 3 
Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 


PHENAPHEN NO. 4 
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN in each capsule 
Acetylsalicylic Acid gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... .. (0.031 mg.) 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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LEDERLE LABORATORIES DIVISION, AMERICAN 
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HELP 
THINGS WORTH KEEPING 


It’s always so good to 
have Dad home! 

Home—the place he 
works hard to keep safe 
and secure. In a free 
and peaceful world he 
can always be there to 
take care of his family. 
But peace costs money. 

Money forstrength to 
keep the peace. Money 
for science and educa- 
tion to help make peace 
lasting. And money 
saved by individuals. 

Your Savings Bonds, 
asa direct investment in 
your country, make you 
a Partner in strength- 
ening America’s Peace 
Power. 

The Bonds you buy 
will earn money for you. 
But the most important 
thing they earn is peace. 
They help us keep the 
things worth keeping. 

Think it over. Are 
you buying as many 
Bonds as you might? 


Photograph by Howard Zief 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, 
for their patriotic donation, The Advertising Conall and this magazine. : 
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Planning Ahead 


Your New Clinic 


One of the first decisions in the planning of your new clinic or office building will be 
location. You'll find the trend today is away from downtown congestion to a quiet area 
with a pleasant atmosphere and plenty of room for parking. 


Also important is finding the financing you may need for its construction. Because of 
the importance of experience and reliability in financing, we suggest you consult the 
Mortgage Loan Department of Farmers & Bankers Life. During the past twenty years, 
numerous doctors throughout the state have obtained first mortgage loans from us for 
construction of their new clinic and medical practice buildings. We shall welcome the 


opportunity to take part in your planning also. 


Farmers & Bankers Life 


Mortgage Loan Department 
INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 


in spasticity of the GI tract 


‘Pavatrine 


125 mg. 


© combining musculotropic an 
neurotropic action. plus mild 
central nervous system sedat 


| 
4 
Sud eis an effective dual antispasmodic. 
tablet before each meal and at-bedtime. 
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Doctors, too, 


The reasons are fairly simple. Doctors 
like “Premarin,” in the first place, be- 
cause it really relieves the symptoms of 
the menopause. It doesn’t just mask them 
— it replaces what the patient lacks — 
natural estrogen. 

Furthermore, if the patient is suffer- 
ing from headache, insomnia, and arth- 
ritic-like symptoms before the menopause 


3 


like ““Premarw’ 


and even after, “Premarin” takes care 
of that, too. 

Women, of course, like “Premarin,” 
too, because it quickly relieves their 
symptoms and gives them a “sense of 
well-being.” 


“PREMARIN? 


conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York * Montreal, Canada 
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FLOWMETER: CATHETERS, MASKS, CAM ULAS—INCLUOING HIGH 
FOR THE TREATMEAT GF THE OUT PATIENT. = URCHASE 
BOX e HUTCHINSON, KANSAS © PHONE MOHAWK 5-555) 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical — 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


Centennial Meeting 


Kansas Medical Society. 


May 3-7, 1959 Topeka, Kansas 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


CLASSIFIED ADVERTISEMENTS 


WANTED—PEDIATRICIAN to join clinic in central Kan- 
sas town of 40,000. New modern clinic building. Everything 
furnished except automobile. Your opportunity to become part- 
ner in one of the oldest medical partnerships in Kansas. 
Guaranteed income $15,000 first year. Write the Journat 10- 
58. 


OPENINGS FOR PEDIATRICIAN AND UROLOGIST— 
College town of 11,000 in central Kansas. Open salary for six 
— then full partnership possibility. Write the JourNaL 


WANTED—Genreral practitioner or internist to organize geri- 
— group in larger city. To start soon. Write the JouRNAL 
12-58. 


)“‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


CITRUS “FLAVOR-TIMER” — 


PENTAERYTHRITOL TETRANITRATE — 


0.4 mg. (1/150 grain)—acts quickly 


signals patient when to swallow 


15 mg. (1/4 grain)—prolongs action " 
LABORATORIES new voRK 19, ¥. 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 


; 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
.. far excelled... results with the many 
measures usually advocated,”"1 
pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 


For best results—four to six bay on a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

noniratin LABORATORIES 
hypoalle ew York 18, N. 

Contains 4 

hexachlorophene. 


READING AND HEEDING 
INSTRUCTIONS ON USING 
DRUGS AND APPLIANCES 


KANSAS CITY Office: 

R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498}) 


Service to Doctors of 
Medicine 


General medical supplies 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 
patients 


Munns Medical Supply Co. 


Tenth & Horne Telephone 


Topeka, Kans. 5-5383 
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ADVERTISEMENTS 


Our 75th Year... 

of serving physicians of 
the Middle West with 
high quality and rigidly 
controlled pharmaceutical 
products. 


 SUTLIFF& CASECO..INC. 


Pharmaceutical Specialties 


PEORIA, ILLINOIS 
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PENTAFORT 


Provides BOTH fast and prolonged vaso- 
dilation for practical prophylaxis in angina 
pectoris. 


Combines TWO (Nitroglycerin and Penta- 
erythritol Tetranitrate) time tested ccronary 
vasodilators in a stable and economical dos- 
age form. 

Glyceryl Trinitrate (Nitroglycerin) 
Fentaerythritol Tetranitrate ....15 
Thiamin Mononitrate 


1/150 gr. 
mg. 


SAMPLES ON REQUEST 


RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
INVALID LIFTS INVALID WALKERS 


* BRACE SHOP * 


Certified orthotist and skilled technicians 
on duty at all times 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


THE LATTIMORE- FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

Ralph S. McCants, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


PHYSICIANS 


SURGEONS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 
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ADVERTISEMENTS 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-prefit psychiatric 
service of the Mennonite Central Com- 
mittee. 


RADIUM 


(Including Radium Applicators) 


For All Medical Purposes 


Est. 1919 


Quincy X-Ray & Radium Laboratories 


{Owned and Directed by a Physician- 
Radiologist) 
HAROLD SWANBERG, B.S., M.D., Director 
W. C. U. Bldg. Quincy, Illinois 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Index to Advertisers 


Abbott: Laboratories... . 14 and 15 
Ames: Gompany, Tne. cess Inside back cover 
Burroughs Wellcome and Company, Inc. ............. 12 
Ciba Pharmaceutical Products, Inc. ...............0+: 24 
Corn Products Sales Company ........... 16, 34, and 35 
Farmers and Bankers Life Insurance Company ........ 49 
Hanicke, P. W., Manufacturing Company ............ 51 
Kayser-Roth Hosiery Company .................+.0+ 6 


Lederle Laboratories 
9, 18, 19, 25, center spread, 39, 41, 46, 47, and facing 32 


Merck, Sharp and Dohme, Inc. 10, 11, 26, 31, 42, and 43 
Munns Medical Supply Company, Inc. ............... 52 
Oklahoma City Clinical Society ........... Center section 
Parke, Davis and Company ..... Inside front cover and 3 
Quincy X-ray and Radium Laboratories .............. 54 
Roerig, J. B., and Company, Inc. ........ 17, 23, and 32 
Searle, G. D., and Company ............. 7, 29, and 49 
Smith, Kline and French Laboratories ......... Back cover 
Southwest Scientific Corporation .................005 54 
University of Kansas School of Medicine ... Center section 
Winthrop Laboratories, Inc ............. 38, 51, and 52 


CHANGES OF ADDRESS 


Members of the Kansas Medical Society will receive the JOURNAL and correspondence 
from the Executive Office promptly only if correct addresses are on file. Report changes 
promptly to Kansas Medical Society, 315 West Fourth Street, Topeka, Kansas. 


Nationally advertised Surgical Supplies and Equipment ‘for your convenience at 
Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


Topeka, Joplin, 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
| standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


BRAND 


urine-sugar analysis set 


x functional: full-view test tube 


always in place 


refillable: takes either bottle 
of 36 or sealed-in-foil CLINITEST 
reagent tablets 


e 


attractive: two-tone, neutral 
gray plastic case | Cl j nite 


Model No. 2105 CLINITEsT Urine- 

Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEsT Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 


MODEL NO. 2105 


AMES COMPANY, INC ELKHART, INDIANA 
f.\ Ames Company of Canada, Ltd., Toronto sists 
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A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 


clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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